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lam honoured by the invitation to deliver the Florence 
Blair-Bell Memorial Lecture in memory of the wife of 
the illustrious Professor Blair-Bell, of Liverpool Uni- 
versity, Whose work on the treatment of cancer by lead 
attracted much attention more than three decades ago. 
As a student I heard him lecture at St. Bartholomew’s 
Hospital, and sensed the impetus which he gave to work 
connected with cancer control at that time. His 
contribution is one of the pioneer attempts in cancer 
chemotherapy. ° 

We have made progress in our knowledge of cancer 
since those days. The subject is systematized so that 
we now have a clearer conception of our goal and the 
paths to it. There remains a long way to go, however, 
and many years of hard work lie ahead. On such a 
journey it is prudent to halt periodically for a review 
of the situation, and this lecture gives us such an 
opportunity. The lecturer is a watchman set upon a 
tower who is asked to declare what he sees, and I 
welcome your invitation to give you my impressions of 
the cancer situation. The vision is fleeting and the 
horizons are distant, with the result that I can only take 
a glimpse here and there. I will look at the way ahead 
and indicate certain directions in which we must move 
so that our generation can make its maximum contribu- 
tion to cancer control. The present international effort 
is inadequate to solve the whole cancer problem in a 
teasonable time. Cancer control could be achieved in 
the foreseeable future provided the manpower and 
sufficient money were made available. 











Lethal Force of Cancer 


Human cancer has created a menacing world situation, 
for it is second on the list of killing diseases and causes 
an annual increase in the number of deaths. The medical 
profession must therefore prepare to deal with many 
more cancer patients in the future, and hospital facilities 
should be increased to treat them. Cancer should be 
given a high priority when the nation’s research and 
medical resources are allocated. The pattern of the 
disease is changing and its lethal force against the com- 
munity has altered in direction. Lung cancer is now 
the greatest menace of all varieties of cancer and the 
harbinger of death to increasing thousands of people 
Who will die in their prime. But this dark cloud has 
a silver lining. for the solution of this problem is well 
known and national and individual action is required. 
Apart from lung cancer the lethal force of cancer has 
diminished and the outlook for men and women is better. 


*Florence Blair-Bell Memorial Lecture delivered to the Liver- 
Pool Medical Institution on November 3, 1960. 






























PROSPECTS OF CANCER 


BY 


CONTROL* 


RONALD W. RAVEN, O.B.E., T.D., F.R.C.S. 
Surgeon, Royal Marsden Hospital and Institute of Cancer Research, Roval Cancer Hospital; Surgeon, 
Westminster Hospital Teaching Group 


Death rates at all adult ages in both sexes have fallen 
for cancer of many sites. In men these sites include 
the buccal cavity; pharynx, larynx, and trachea ; 
intestine and rectum; scrotum; and bone, except the 
jaw. In women death rates have fallen for cancer of 
the lip, stomach and duodenum, intestine and rectum, 
larynx and trachea, vagina and vulva, and jaw. It is 
noteworthy that the death-rate has fallen in men below 
75 years of age for cancer of the stomach and duodenum 
but has risen at older ages. Death-rates have risen at 
all, or nearly all, adult ages in men for cancer of the 
lung and bronchus, pancreas, kidney, bladder and 
urethra, Hodgkin’s disease, and leukaemia. For women 
they have risen for cancer of the lung and bronchus, 
pharynx, pancreas, ovary and Fallopian tube, kidney, 
Hodgkin’s disease, and leukaemia. In spite of these 
changes the cancer situation remains serious and no 
effort must be spared to control this disease. The 
prospects are discussed under three headings. research 
and clinical and public health aspects. 


RESEARCH ASPECTS 


The solution of the intricate nature of the problems 
concerning cancer requires a supreme concentrated 
international effort. 


Organization 

While nothing must be done to curtail scientific 
liberty, it is apparent that the work ahead should be 
developed according to an overall plan and our forces 
organized to carry it out. The scientist cannot be 
regimented, but he requires an organized framework for 
his activities. Future planning should be done now, and 
I will indicate some of the needs to be met. 

The Scientific Force.—It is apparent that the available 
force is not commensurate with the task to be accom- 
plished. The scientific data required are supplied by 
much detailed, time-consuming laboratory work with 
consequential delays in progress. This situation could 
be ameliorated by increasing the number of laboratory 
technicians and junior scientists working in the various 
subjects. An effort must be made to attract to this 
work those in our schools with good brains, and more 
attention could be given to the kind of training they 
should undergo later before embarking on cancer 
research. There are many scientists in this field who 
have never seen a case of human cancer. Scientists 
must be provided with all the equipment they require 
for their work. Over the past ten years new research 
techniques have been developed which include the use 
of radioactive tracers and chromatography of all types. 

5 





608 Marcu 4, 196] 


PROSPECTS OF CANCER CONTROL 


BRITISH 
MEDICAL JOURNAL 








No doubt in the future other techniques will be dis- 
covered, and the search for them should be encouraged. 
Sufficient financial support must be organized for this 
expanding task. 

Integration of Units.—It is true that memorable dis- 
coveries have been made by individuals, often working 
alone, and history may be repeated for cancer. Some 
integration of isolated units could prove advantageous ; 
indeed, for the solution of some scientific problems 
this is essential. It is particularly desirable to establish 
close liaison between scientists in cancer research and 
clinicians studying all aspects of human cancer. Our 
objective is to reach a full understanding of human 
cancer ; clinicians can indicate to the scientists possible 
investigations and provide clues obtained from patients 
The scientists can inform the clinicians of the main 
results of their experiments and indicate where their 
work is leading. Integrated teams of specialists are 
required, for example, in cancer chemotherapy. If this 
subject is not to remain in its infancy much closer 
collaboration is necessary : progress in chemotherapy. 
although modest, should now encourage the clinician 
to seek closer contact with research workers. 

Scientific Communication.—Easy methods of scien- 
tific communication are essential between scientific 
units and individuals throughout the world so that they 
possess an overall picture of the work and the details 
of specific experiments. Duplication and overlap should 
generally be avoided, although certain experiments 
have to be confirmed by repetition; there can be no 
wastage of scientific effort. The world literature on 
cancer is now of enormous dimensions and an 
individual cannot keep abreast of even a part of it. 
More précis which are informative and easily read are 
necessary on different subjects, and more cancer institu- 
tions could usefully publish selected papers. Conferences 
are valuable when well organized, and this method of 
communication could be expanded. Local conferences 
of scientists and clinicians are desirable at frequent 
intervals. National conferences held in different regions 
are profitable, and international congresses have been 
established for many years with good results. During 
recent years the number of personal visits to centres 
throughout the world has expanded, but they can be 
time-consuming for the individual, though perhaps the 
most rewarding. 

Scope of Research—The pattern of cancer research 
has widened considerably during recent years. It is 
now subdivided into certain main divisions—laboratory, 
clinical, and epidemiological. All three are expanding 
continuously, and this must go on. We need new ideas 
and clues; we must not exclude those ideas which 
appear novel or unusual. Our clinical observations 
should be carefully documented: has not the subject 
of carcinogenesis developed from the observation of 
Percivall Pott on the frequency of scrotal cancer in 
chimney-sweeps ? Epidemiological methods are of 
fairly recent application to the cancer problem and 
may furnish important aetiological clues. An oppor- 
tunity for this research is now available in the study 
of human cancer in Africa; it must be seized, for 
conditions are changing rapidly in that continent. 
Every country should make an annual statistical analysis 
for cancer and report outstanding features of cancer in 
their people. 1 recently tried to obtain a world picture 
of cancer, but the information received from many 
countries was very incomplete. The geography of 


cancer is worthy of greater documentation. 


ae 


Some Fundamental Unsolved Problems 

The subject of cancer research with all its ramifica- 
tions is enormous and it is therefore helpful to narrow 
it down to what appear to be the most important 
unsolved problems. The mechanism of normal and 
abnormal cell division must be worked out ; knowledge 
of the stimuli which make them work is required. 
During cell growth and division, synthesis of nucleic 
acids and proteins occurs. The latter consists in the 
formation of peptide bonds between amino-acids and 
seems to be the concern of the cell microsomes which 
are rich in ribonucleic acid (R.N.A.). Nucleic acid 
synthesis is particularly active in the cancer cell. Many 
carcinogens react with the proteins, nucleic acids, and 
enzymes of tissues and may cause the inactivation of 
enzymes or other compounds, or modify the structure 
of certain cellular macromolecules. We must know 
more about these reactions, for cancer may result 
from such changes in the cellular composition and 
metabolism. At present no such change or reaction 
is recognized as the essential feature of cancer induc- 
tion. If the mechanism of carcinogenesis were under- 
stood it might be possible to block the sequence of 
changes at certain stages. 

Much work has been done on the role of hormones 
in the genesis of cancer and an important outcome is 
the development of hormone therapy in human cancer. 
In the chemotherapy of solid tumours by far the most 
consistent effects have been obtained by the use of 
hormones and anti-hormones, and the ablation of the 
pituitary and adrenal glands, ovaries, and testicles in 
carcinoma of the breast and prostate. Experimental 
work has shown how an imbalance of hormones may 
provoke the appearance of a maligant tumour and also 
how tumour growth may be controlled by the admini- 
stration of hormones or anti-hormones. A particularly 
interesting result of this work has been the discovery 
that tumours may be initially induced, for example, by 
substantial interference with the supply of a particular 
hormone to the relevant tissue, but in the early stages 
restoration of the hormone will cause the tumour to 
subside. If, however, the hormone deprivation is 
continued for a longer period we reach a point where 
restoration of the hormone has no effect on the 
tumour, and the tumour is then, in contradiction to its 
former state, a truly malignant and autonomous growth. 
It would therefore be very important to delve into the 
biological mechanisms which operate in the tissue 
before and after this striking change from benign to 
malignant growth, 

For many years the only experimental example of a 
virus-induced malignant tumour was the Rous sarcoma 
produced in fowls. However, recently this subject has 
been revived in a more interesting way by the induction 
of malignant tumours in small mammals—for example, 
hamsters—by the administration of a virus preparation 
obtained from leukaemic mice; this is called the 
polyoma _ virus. Further investigations of these 
mammalian tumours are being actively pursued. It 
will also be evident that the efforts now being made, 
mainly in this country and in America, to discover 
drugs for the treatment of virus diseases may eventually 
become complementary to the search for anti-cancer 
drugs. 

CLINICAL ASPECTS 

While we await the solution of fundamental problems 
in cancer an all-out clinical effort is required to 
diagnose the disease early and to use effectively our 
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present methods of treatment. However inadequate 
the latter may be as judged in the future, a great deal 
can be done for cancer patients to-day: even during 
the last decade the outlook for them has considerably 
brightened. 

Surgical Treatment 


Surgery alone or combined with radiotherapy still 
remains the chief method of treatment for cancer and 
is responsible for the cure of thousands of patients 
throughout the world. In many sites this is the only 
possible treatment, while in others radiotherapy is the 
alternative. The selection of patients for surgical treat- 
ment must be done with judgment, for a patient with 
cancer must not be left in a worse position after 
operation. The operation is based upon a clear 
understanding of the pathology of the disease, including 
the details of the local and lymphatic spread. It is 
executed, wherever possible, as a monoblock procedure. 
Because of modern anaesthesia and antibiotics these 
operations are no longer dangerous, and owing to 
advances in reconstructive surgery are not mutilating. 

In a number of sites vital organs must be removed 
and substitutes may have to be provided. In cases 
where endocrine glands are excised metabolic disturb- 
ances will occur unless appropriate substitution therapy 
is given. * The surgeon undertaking major cancer surgery 
must consider these matters in order to restore the 
patient to good health so that he may resume his 
responsibilities in the community. This can be done, 
for it is illustrated by many patients, even with advanced 
cancer in relatively inaccessible and vital parts of the 
body, who have undergone major surgery and are alive 
and at work many years later. A good example is 
pharyngo-oesophago-laryngectomy for carcinoma of the 
hypopharynx and cervical oesophagus. This is an ideal 
cancer monoblock operation for a serious variety of the 
disease and gives gratifying results. The results I have 
obtained in a series of advanced cases are as follows: 

Survival Period After Radical Surgical Treatment of 57 Cases 

of Carcinoma nie" Hypopharynx and Cervical Oesophagus 


Alive (23 cases): 2.3, 3,4, & 9, 20, 10, 11, 19, 19, 20, 23, 
33, 35. 59° , 97, = 117, ‘and 118 months. 


| en “7 cases) : 6, 6. & 8,6, 9, 9.5 i 12, 
Dead '2; 13, 13, 55, 1S, 45) 19, 26, 23, 33, and 66 eens 
\ Other as (6 "cases) : 10, 30, 75, and 91 months 


| Operation (3 cases): 3, 3. ai 42 days 


Organ Implantation 

Substitution therapy is required after several cancer 
operations, and work is proceeding regarding organ 
implantation to replace vital glands that have been 
removed. Reference is made to foetal thyroid and 
parathyroid implantation after laryngo-oesophago- 
pharyngectomy which includes a total thyroidectomy, 
and parathyroid glands are often included. I have a 
series of 10 patients for whom a foetal thyroid implanta- 
tion was done, and in two cases it has been successful as 
shown by radioactive iodine uptake studies in one and 
histological examination of the implant in the other. 
This work is being continued. 

When a _ laryngo-oesophago-pharyngectomy is_ per- 
formed the cervical parathyroids are often removed 
with the specimen and the serum calcium may fall as low 
as 6 mg./100 ml. ; in some patients tetany occurs. The 
serum calcium and serum proteins are always evaluated 
before the operation, and measures are taken to prevent 
the development of calcium imbalance by the admini- 
stration of A.T. 10, calciferol, and calcium lactate. All 
patients with a low serum calcium do not develop 


tetany; I cannot explain this at present. When I 
discover a parathyroid attached to the specimen I 
reimplant it in the sternomastoid muscle. I have no 


~ evidence yet of success in the implantation of foetal 


parathyroids. 
Radiotherapy 


During the last decade an important advance in 
radiotherapy has been the development of supervoltage 
apparatus for clinical use. This implies irradiation with 
beams of energy of one million volts or more, using 
x rays generated by particle-accelerating machines, or 
gamma rays produced from radioactive sources in 
telecurie units. Apparatus can now produce x rays up 
to 100 million volts, but this is confined to the 
experimental field. There is evidence that the optimum 
clinical voltage is from 2 to 8 million, and its use is 
chiefly for deep-seated tumours, primary bone tumours, 
and extensive tumours of the head and neck. Sufficient 
time has not elapsed for a comparison to be made with 
the results achieved by the conventional apparatus. 
There is no evidence that the biological effect on 
tumours is superior with supervoltage irradiation, but 
it has greater penetrating power and causes less skin 
reaction. Great care is required in using this treatment, 
because serious deep-seated injuries can occur without 
the warning overlying skin reactions. 

Radioactive Implants—For certain early circum- 
scribed tumours in the mouth and urinary bladder a 
radioactive implant of the tumour is a good method 
of treatment. Radiotantalum can easily be inserted into 
a tumour of the urinary bladder and removed per 
urethram. Radioactive gold grains have replaced radon 
seeds as permanent implants in the mouth, bladder, and 
elsewhere. This is a valuable adjuvant to surgery where 
the tumour cannot be completely removed. Examples 
include residual carcinoma of the oesophagus, stomach, 
and bronchus. Sometimes a metastatic lymph node is 
fixed to the internal carotid artery and cannot be 
completely removed. In such cases I remove the greater 
part of the lymph node and irradiate the residual tumour 
with radioactive gold grains. When a primary lesion 
cannot be excised useful palliation may occur with 
interstitial gold grains as in carcinoma of the stomach, 
pancreas, and bile-ducts. 

Oxygen Effect in Radiotherapy.—Clinical work is 
proceeding on this combined method of treatment, and 
encouraging results were published by Churchill- 
Davidson (1960), who has described the technique. 

Combined Radiotherapy and Chemotherapy.—An 
attempt has been made to increase the radiation effects 
on cancer by the simultaneous administration of 
chemical compounds with anti-tumour properties. 
Potentiation of radiation response was observed with 
certain alkylating agents, including nitrogen mustards 
and tretamine (T.E.M.). Encouraging results were also 
obtained with actinomycin and azaserine. Another 
approach is to sensitize the tumour to radiation with 
a  non-carcinostatic compound. Substances like 
“ synkavit,” fluorescein, and various inorganic salts 
were used, but the results were not encouraging. Injec- 
tions of insulin have increased the percentage of 
regressions in animal tumours treated with radiation, 
and some increase in radiosensitivity was found in a 
tumour treated locally with insulin. Many attempts 
have been made to increase selectively the radiation dose 
given to a tumour by metal colloids as secondary 
radiators, but they are of little value. A search has 
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been made for radioactive isotopes which would be taken 
up selectively by primary tumours and metastases and 
thus deliver large doses of radiation. Not much success 
has been achieved apart from the limited use of radio- 
active iodine in carcinoma of the thyroid, and radioactive 
phosphorus has _ revolutionized the treatment of 
polycythaemia (see review by Bane et al., 1957). 


Chemotherapy in Cancer 

This is the newest method in the treatment of cancer, 
and many chemical compounds and antibiotic extracts 
are being tested for any inhibiting effect on tumours. 
The ultimate objective is to find compounds which can 
selectively damage cancer cells like the antibacterial 
agents against bacteria. Cancer cells often proliferate 
rapidly, and compounds such as the polyfunctional 
alkylating agents, which interfere with the deoxyribo- 
nucleic acid replication, thereby effectively inhibit 
cell growth in rapidly proliferating tissue. Other 
compounds, like colchicine, act on the mitotic spindle 
and are antimitotic agents. Another group of 
compounds, antimetabolites, may interfere in the 
synthetic processes required for new cell formation: 
they include folic acid and pyrimidine antagonists and 
purine analogues, and are mainly used in acute 
leukaemia. Other compounds, like the sex hormones 
or adrenal steroids, affect certain properties which the 
cancer cell retains from its tissue of origin. 


Thyroid cancer can be attacked by radioactive iodine 
because it retains the ability to concentrate iodine, and 
adrenal cancer produces a high level of steroid hormone. 
The search continues for compounds with the capacity 
to act on specific processes in the cancer cell which are 
responsible for its malignant behaviour. A beginning 
has been made in this work, but it is still in its infancy 
and much more requires to be done. For it is pointed 
out that none of these chemicals has cured a single case 
of cancer, although many have ameliorated the disease, 
sometimes for many years. Until further progress is 
made I ‘feel that this work should be done in centres 
where every facility is available for its control. These 
chemicals are dangerous substances and can be fatal for 
the patient. They are toxic marrow depressants, they 
damage normal tissues, and many produce unpleasant 
side-effects, including stomatitis, nausea, vomiting, and 
diarrhoea. 

Specificity ——There is very little evidence that one 
nitrogen mustard compound is more specific against a 
tumour than any other nitrogen mustard. For instance, 
thiotepa is said to be the agent of choice for carcinoma 
of the ovary, but remissions are obtained as easily with 
chlorambucil and cyclophosphamide. There is more 
evidence of specificity among the antimetabolites—for 
example, 6-mercaptopurine in acute leukaemia of adults, 
and methotrexate in acute lymphoblastic leukaemia. 

Indications.—Acute leukaemia should be treated by 
chemotherapy ; radiotherapy is used only for local 
deposits such as those occurring in the central nervous 
system. The chemical compounds used are 6- 
mercaptopurine, and methotrexate combined with 
corticosteroids or A.C.T.H. Chronic leukaemia is 
treated by chemotherapy or radiotherapy according to 
the condition present. Chlorambucil and busulphan are 
given. Lymphosarcoma and Hodgkin's disease are 
treated by radiotherapy when the lesions are localized. 
When the disease is generalized, nitrogen mustard, 
chlorambucil, cyclophosphamide, and other nitrogen 
mustards are used. Polycythaemia is treated with 


radioactive phosphorus ; busulphan is used in resistant 
cases, and careful supervision is required. Widespread 
or recurrent ovarian carcinoma can respond to the 
nitrogen mustards, but remissions normally do not last 
more than eight months. Nitrogen mustard, chlor- 
ambucil, thiotepa, and cyclophosphamide are used. 
When choriocarcinoma has spread, methotrexate can 
cause regression; frequent urinary gonadotrophin 
estimations should be done. Nitrogen mustards can 
cause regression of metastasis from seminoma of the 
testis. High doses of chemotherapeutic drugs are 
required in carcinoma of the breast and lung and are 
very dangerous ; alkylating agents are not of value in 
these patients at present. 


Combination Therapy 


The possibilities of using combined chemotherapeutic 
drugs are being considered. The use of paired anti- 
biotics has claimed considerable attention for several 
years, and this problem is not yet settled. Certain of 
these combinations have the advantage of synergic 
action on bacteria, and new combinations which are 
stated to have this effect are periodically produced. 
Another advantage of the method is the discouragement 
of acquired bacterial resistance. The ideas that several 
drugs acting in different ways in cancer might be more 
effective than any used alone and the possibility that 
emergence of drug resistance might be delayed are well 
worth further elucidation. Some work is being done 
with a combination of actinomycin D, chlorambucil, and 
mercaptopurine in the treatment of malignant dis- 
seminated teratoma of the testis, and a proportion of 
patients have shown some response to this combined 
treatment but never to any drug used alone. In another 
series of cases of teratoma and other highly malignant 
tumours mercaptopurine in this combination has been 
replaced by methotrexate. The real difficulty in this 
work is that the combinations are very toxic, and it is 
never possible to attribute toxic effects to any one of 
the ingredients, so that all three must be withdrawn on 
the appearance of toxicity. The dose is really guesswork 
and must be very small if toxic effects are to be avoided. 


Another combination used is chlorambucil and 
bulsulphan, for the combined effect nearly reproduces 
the effects of total body x-irradiation on the haemopoietic 
organs and peripheral blood count in ihe rat. Clinical 
trials have begun for patients with advanced metastatic 
disease and in several types of other serious tumours. 
Two dosage systems are being used—intermittent 
therapy with single large doses, and continuous therapy 
with smaller doses. It is too early to report the results. 


Steroid therapy is often usefully combined with an 
alkylating agent in the treatment of resistant febrile 
Hodgkin’s disease, in acquired haemolytic anaemia 
supervening on malignant lymphoma, and to achieve the 
non-specific rise in neutrophils or platelets when these 
are too low to permit treatment with an alkylating agent. 

I have treated a series of patients who had carcinoma 
metastases in the liver with insulin and prednisolone. 
This treatment developed out of my experience with a 
patient having hepatic metastases from a_ primary 
carcinoma in the pelvic colon which was removed. This 
patient was extremely ill when treatment began, and 
with a daily injection of 45 units of insulin she gained 
4 stone (25.4 kg.) and lived four years ; during most of 
this time she was able to work. The clinical impression 
is that such patients eat well and live longer in comfort. 
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Chemotherapy of Solid Tumours 


The most encouraging results are achieved in 
carcinoma of the breast and prostate, and chemo- 
therapy (in which I include endocrine surgery) has 
given amelioration of symptoms to many patients. 


Carcinoma of the Breast 

It is a matter for concern that 25% of patients with 
stage 1 disease are dead in five years after radical 
mastectomy. Could they be saved by combined 
methods of treatment? Bilateral oophorectomy and 
adrenalectomy or hypophysectomy do influence the 
course of later stages of the disease and perhaps should 
be carried out for certain patients with early disease. 
The question is which patients should receive this 
treatment, and new biochemical tests are required to 
identify them. I perform bilateral adrenalectomy 
(and oophorectomy if this has not been done) on the 
first appearance of a recurrence or metastasis after 
primary treatment for breast carcinoma. The admini- 
stration of synthetic hormones is now deferred until 
these operations cease to influence the disease. 
Bilateral adrenalectomy has an important place in the 
treatment of patients up to the age of 65 and about 
50% benefit, especially those with osseous metastases 
or recurrent carcinoma of the skin and deeper tissues 
of the chest wall. Information is now required why 
the disease subsequently becomes uncontrolled and new 
treatment methods are necessary to gain further 
control. The results achieved in a series of 187 cases 
at the Royal Marsden Hospital are shown in the graph. 
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Results of bilateral adrenalectomy in 187 cases of disseminated 

carcinoma of the breast. 
Adjuvant Chemotherapy in Cancer Surgery 

The detection and incidence of cancer cells in the 
blood-stream are of practical significance and efforts 
are made to diminish their number by minimum 
handling of tumours at operation and early ligation of 
blood vessels supplying the affected organ. Circulating 
cancer cells are more vulnerable to chemotherapeutic 
drugs than established cells, and transplanted tumours 
are more susceptible to their action during the first 
days. Nitrogen mustard analogues can destroy cancer 
cells before they are established in tissues. Chemo- 
therapeutic drugs are required which will destroy or 
inactivate circulating cancer cells or. prevent tissue 
inoculation without damaging normal cells. Little 
progress has been made in preventing metastases with 
adjuvant intravascular chemotherapy. Another possible 
use of chemotherapy with surgery is the treatment of 
residual tumour tissue with drugs after the greater part 
has been removed. It may also be possible to find a 
drug to destroy small metastases after excision of the 
primary tumour. 


Regional Perfusion 

Systemic chemotherapy has the handicap that 
quantities of the drug necessary to affect tumours also 
affect other rapidly dividing cells, such as those of the 
haemopoietic system and gastro-intestinal mucosa. Low 
dosages are therefore used, and courses have often to 
be terminated owing to agranulocytosis or gastro- 
intestinal symptoms. With a pump oxygenator system 
for an extracorporeal circulation an independent 
circulation can be maintained in the tumour area and 
anti-tumour drugs can be added to this circulation. 
Three advantages are gained: a high concentration of 
drug in the perfused region; protection of the 
remainder of the body from the effects of the drug; and 
the normal tissues in the perfused region remain viable, 
owing to oxygenation of the arterial blood. Melphalan 
is the most satisfactory compound used so far, 
especially in malignant melanoma. Others, including 
the ester of melphalan, mannitol-busulphan, and 
methotrexate, are awaiting trial. The dosage of the 
drug is difficult to determine and at present is estimated 
on the total body weight of the patient. Nitrogen 
mustard is given in a dosage of 0.3 to 0.5 mg./kg. 
body weight and melphalan | to 1.5 mg./kg. We must 
find a dosage system that relates the dose to the 
particular region to be perfused. 

Regions for Perfusion—The full advantages of the 
method can be obtained in those areas where the leak 
back into the systemic circulation is a maximum of 
5%. The limbs, using a proximal pneumatic tourniquet 
to 400 mm. Hg, are the best regions, together with 
organs with an endarterial supply like the lungs, 
kidneys, spleen, and liver. High leak rates occur with 
the pelvis, head and neck, and chest wall. The leak 
is estimated by tagged Cr-51 erythrocytes. 

: Experimental Studies 

Experiments with chlorambucil were carried out by 
M. D. Staunton (1960, personal communication) at the 
Royal Marsden Hospital with the following conclusions. 
Oxygenation is necessary to protect normal tissues. The 
use of 5% CO, and 95% O, prevents the ‘complete 
removal of CO, from the perfused blood and keeps 
the blood pH from shifting to the alkaline side. To 
maintain a constant level the drug should be added in 
divided doses. A high level of drug for a short period 
can cause normal tissue necrosis apart from the total 
amount used. Temperature is the most important factor 
in varying the uptake of the drug. Thus a dose of 180 
mg. at 38° C. has the same effect as 130 mg. at 
42° C.: for every rise of 10° C. the drug doubles its 
action. Low temperatures (24° C.) inhibit the uptake 
of the drug. By using higher temperatures it may be 
possible to increase the effectiveness in incompletely 
isolated regions ; for example, a temperature gradient 
or barrier might be established—a warm circuit around 
the tumour and a cold circuit for the rest of the body. 


Continuous blood-pressure recordings should be 
made; abnormally high pressures signify vascular 
spasm due to the drug, which usually causes severe 
tissue damage. The signs of tissue damage are a high 
arterial pressure ; reduced venous drainage ; the blood 
becomes blacker and thicker, more difficult to 
oxygenate; the normal tissues swell and the skin 
becomes pink and develops purpuric spots; and, 
finally, exudation of blood occurs through muscle and 
fascial planes. Drugs with a powerful specific action 
against various cancers are required. To find them 
necessitates the testing of various drugs for their action 
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against cancer cells growing in tissue culture. For 
instance, malignant melanoma cells were cultured in 
vitro, and it was found they were killed by melphalan 
but not by chlorambucil or methotrexate. 


PUBLIC HEALTH ASPECTS 


The following subjects must be considered by those 
responsible for the nation’s health. 


Cancer Education 


There is an increased demand for cancer teaching 
throughout the world and some universities have 
appointed professors in cancerology to develop it. 


For the Public——There is now a more enlightened 
public attitude to cancer resulting from free discussions 
and the presentation of information in the press and on 
sound-radio and television. It has been shown that 
cancerphobia is not produced by careful methods which 
emphasize preventive action against the disease, health 
examinations, and the warning symptoms and signs 
which require immediate medical advice. In this work 
general practitioners, medical officers of health, nurses, 
and health visitors are integrated, and work is proceeding 
in different parts of the country with the help of national 
organizations and local cancer committees. These 
efforts should now be unified on a national scale and 
form part of the scheme of general health education. 


For the Medical Profession——Doctors must be given 
all the new information about cancer to help their work. 
In addition to published articles, lectures, discussions, 
and demonstrations should be arranged in centres 
throughout the country similar to those at the Royal 
Marsden Hospital for consultants, registrars, and general 
practitioners. Specialist joint consultation is a good 
method of teaching as well as benefiting patients 
regarding diagnosis and treatment. Meetings of 
clinicians and research workers as arranged at the Royal 
Marsden Hospital are also helpful. Medical students 
should be given cancer instruction, including diagnosis, 
treatment, prevention, and the methods of educating and 
handling the public and what to tell patients and 
relatives. 

For the Nursing Profession——Cancer education 
should be given to student nurses, and further teaching 
is required for nurses engaged in home nursing and 
health visiting. This is recognized by the Royal College 
of Nursing and the Queen’s Institute of District Nursing, 
who include cancer lectures in their postgraduate courses. 
Lectures are given to other groups of nurses throughout 
the country, and I receive district nurses and health 
visitors in my out-patient clinics at the Royal Marsden 
Hospital to show them what is being done. Postgraduate 
courses for nurses should be given in our special cancer 
hospitals ; a start is being made at the Royal Marsden 
Hospital. 

Cancer Diagnostic Centres 


Conflicting reports of the value of the work of these 
centres have been published in the U.S.A. and other 
countries. Arguments for and against them have been 
advanced (Raven, 1958 ; Garland, 1958). We cannot be 
satisfied with present conditions, for too many patients 
consult doctors with advanced cancer, and we must make 
better use of present knowledge concerning its preven- 
tion and diagnosis, and treatment of pre-malignant and 
early cancerous lesions. 

I visualize a new unit to provide doctors with a cancer 
diagnosis service, to include also an _ information 


department working on cancer education, nursing, 
socio-economic and welfare subjects, and teaching and 
records departments. There would also be a research 
department investigating clinical, biochemical, and 
histology problems concerning human cancer. I suggest 
that the College of General Practitioners should be 
associated with this centre, for general practitioners are 
early concerned with cancer problems and the centre 
must work in close collaboration with them. Doctors 
would refer patients with symptoms and those without 
symptoms who desire an examination, and full reports 
would be furnished. The centre would be associated 
with one or more hospitals, which would admit patients 
at once who required operative investigations or cancer 
treatment. In this plan there is complete concentration 
on cancer ; our present methods are yielding results that 
are not good enough; so let us debate no longer, but try 
this new experiment, for I believe worth-while results 
will materialize. 


Cancez Prevention 

Prevention is the most desirable method of cancer 
control, and the disease can be prevented in many sites 
if the right action is taken. Aetiological factors must be 
recognized, neutralized, or eliminated. Many are 
already known, and our knowledge should now be 
applied to the lives of nations. Carcinogenesis is linked 
with cancer prevention and will increase in importance 
because of the large number of persons in contact with 
carcinogens for occupational, dietary, habits, and other 
reasons. These are responsible for cancer of the skin 
and of the respiratory, urinary, osseous, and haemo- 
poietic systems. The occupational-hazard group in the 
world is of impressive size, and more people will be 
exposed to new chemical compounds introduced into 
industry. Concern is expressed regarding the possible 
carcinogenic effects of certain food additives and pesti- 
cides used in increasing amounts. They must be tested 
for carcinogenic activity before use, and the subject has 
already received the attention of the Ministry of Health. 
The development of atomic energy in peace and war is 
an added threat because of the carcinogenic action of 
radiation on tissues. Any rise in the incidence of 
leukaemia, bone sarcoma, and other malignancies is 
being watched as indicative of this hazard. 


Pre-malignant lesions, common in the skin, alimentary 
tract, and female reproductive organs, must be detected 
and treated before invasive and metastasizing cancers 
develop. For imstance, at the Gordon Hospital in 372 
cases of ulcerative colitis the incidence of bowel cancer 
was ten times the expected figure for a healthy popula- 
tion of the same age and sex structure (I. Macdougall, 
1960, personal communication). Carcinoma-in-situ can 
be recognized in the skin, in the gastro-intestinal, 
respiratory, and urinary systems, and in the female 
reproductive organs; supervision and treatment are 
required. 

The association of habits and customs with cancer is 
fairly well documented, and much of this knowledge 
applies to other nations, but special mention must be 
made of lung cancer. 


Lung Cancer 


The serious rise in the incidence of cancer of the lung 
in Great Britain and other countries is a tremendous 
challenge to preventive medicine. In men aged 50 to 54 
the death-rate from this form of cancer is now nearly 
half the total male cancer death-rate at that age (Case, 
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1958). In women also, the death-rate from lung cancer 
has increased considerably. The extensive statistical and 
epidemiological evidence associating tobacco smoking 
and lung cancer is clear for all to study. Much atten- 
tion has been directed to carcinogens produced by 
tobacco combustion; the possible effects of nicotine 
on the tissues in relation to cancer should now be 
investigated. 

If it were shown that metabolic changes are caused 
by smoking tobacco, and since it is known that nicotine 
can pass through the placental circulation, the effects of 
nicotine on the developing foetus should be studied. Is 
it possible that cellular changes may be caused in utero 
which manifest their effects in later life ? 


In the prevention of lung cancer people should be 
dissuaded from beginning to smoke and smokers 
persuaded to stop. This is a great challenge to all, and 
doctors should help people to overcome a severe form 
of drug addiction. I have made some _ practical 
suggestions to help towards a solution of this problem 
(Raven, 1957), for I feel that elimination of the tobacco 
habit could be one of the greatest benefits conferred by 
preventive medicine. 


Conclusion 


The prospects of cancer control are hopeful, but much 
work still remains to be done before we reach our 
objective. A greater international effort is required, 
more effective use should be made of our present 
knowledge, and new ideas and clues are urgently 
required. 


I wish to thank Mr. P. M. Payne and Mr. M. D. Staunton 
for kindly analysing the results of adrenalectomy, and I 
appreciate the kindness of my colleagues at the Royal 
Marsden Hospital for allowing me to publish them. I am 
grateful to Dr. H. E. M. Kay for supplying the foetal 
thyroids. 
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Twelve identical travelling exhibitions on Britain’s care of 
the blind are being sent by the British Council to more than 
50 countries overseas. The exhibitions will be touring in 
Europe, the Middle and Far East, Australasia, Africa, 
South America, and the West Indies during the next two 
years. The exhibitions, prepared by the Council with the 
help of blind welfare organizations, each consist of over 
100 photographs showing how blind people in Britain are 
helped and taught to help themselves. With the exhibitions 
go periodicals in Braille and Moon type and the publica- 
tions of official and voluntary organizations for the blind. 
The majority of countries will show films on the care and 
treatment of the blind in Britain and the Commonwealth. 
The exhibitions are intended primarily to show welfare 
workers and social workers what can be done for people 
with no sight, but there is also material of wide general 
interest. There are sections devoted to the following aspects 
of the subject: the responsibility of the Government, local 
authorities, and voluntary organizations towards the blind ; 
work for blind children and young people ; the rehabilitation 
of the newly blind; training and employment of blind 
people here and in the Commonwealth, and equipment for 
the blind—ranging from bread-cutters for blind housewives 
0 “ talking books” recorded on tape. 
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The value of hypophysectomy in the treatment of 
patients with advanced cancer of the breast has been 
well established. There is not, however, general agree- 
ment about which patients are most likely to respond, 
and many who undergo operation do not benefit from it. 


‘Several factors appear to have influenced the result 
in some series. The most discriminating so far reported 
is a function, calculated from the levels of 17-hydroxy- 
corticosteroids and aetiocholanolone in the urine, which 
shows a close correlation with the clinical result 
(Bulbrook et al., 1960). The method, however, involves 
elaborate chemical procedures, which are not generally 
available, and the conclusions await confirmation. 

Analyses of other factors, obtained by clinical 
methods, by simple diagnostic procedures, or by 
observation of the effects of simple therapeutic 
measures, have been reported. 


Age.—tThe age of the patient at the time of operation 
appears to be unimportant. Thus Pearson and Ray 
(1960) found that the results tended to improve with 
increasing age, while others (Baron ef al., 1958; Luft 
et al., 1958; Evans et al., 1959; Atkins et al., 1960) 
have not observed that age has any effect. 


Relation to Menopause.—Several authors have 
reported that patients who are still menstruating are 
more likely to respond favourably to operation than 
those who have passed the menopause or who have 
undergone oophorectomy ; while others (Atkins et al., 
1960) have not observed any such influence. The results 
which have been published in comparable form are 
shown in Table I. The bulk of the evidence seems 
to support the contention that the pre-menopausal 
state has a favourable influence on the outcome of 
hypophysectomy. 

*In this paper the word ‘ ’ influencing ” is to be understood as 


“‘ associated with and preceding in time.” It does not necessarily 
imply a cause-and-effect relationship. 
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Total Duration of Disease——Patients in whom the 
disease has developed slowly seem more likely to respend 
well than those in whom it has progressed rapidly. 
Thus the response is better in those with a long interval 
of time between the first appearance of the carcinoma 
(Luft et al., 1958; Atkins et al., 1960), or the primary 
mastectomy (Pearson and Ray, 1960), and the hypo- 
physectomy than in those in whom the interval is short. 

Histological Structure of Tumour—There is no 
correlation between the histology of the tumour and the 
response (Baron et al., 1958 ; Evans et al., 1959). 


Sites of Lesions.—Pearson and Ray (1960) noted that 
patients with metastases in bone (with or without other 
lesions), lymph nodes, and lung responded more often 
than those with lesions at other sites. Others (Luft et al., 
1958) ; Baron et al., 1958; Evans et al., 1959) have not 
observed that the sites of the lesions have any consistent 
influence on the response. 


Response to Previous Endocrine Therapy.—It has 
been noted repeatedly that patients who have previously 
responded well to treatment with hormones or to 
oophorectomy are more likely to obtain benefit from 
hypophysectomy than those who have failed to do so. 


TABLE I.—Influence of Menopause on Clinical Result of 
Hypophysectomy 


Pre-menopausal Post- “menopausal * 











Authors j 
Total | Improved | Total | Improved 
Luft er al. (1958) 15 10 (67°%) | 30 | 16 (53%) 
Baron et al. (1958) 14 | 12(86% ) | 19 | 193374) 
Evans ef al. (1959) 5 4(80°% 3) 7 (27%) 
Pearson and Ray (1960) | 20 12 (60%) | 3 278 130 (47%) 


* Natural or ‘artificial. 


PaB_e II.—IJnfluence of Response to Previous Endocrine Therapy 
on t Clinical Result of Hypophysectomy 





Previous Endocrine Therapy 





Authors Good Response | Poor Response _ 




















| 
} 
re } 
Type of = | Improved Improved 
Total by Hypo- Total by Hypo- 
| physectomy physectomy 
Baron ef er al. (1958) (mis- | | | 
cellaneous) | 12 | 8(67%) il 1 (9%) 
Pearson and Ray (1960) | | 
(oophorectomy or x-ray 
castration) 23 21 (91%) 29 2(7%) 
Evans e al. — | 
cellaneous) af 13 2 (15%) 6 0 (0%) 
The published results are shown in Table II. Atkins 


et al. (1960) do not confirm this finding, but their results 
are not reported in a comparable manner. 

The results of laboratory investigations, other than 
those of Bulbrook et al. (1960), to which we have already 
referred, have not proved helpful in the prediction of 
the response to operation. 

In previous preliminary reports we concluded (1) that 
patients who had blood-borne metastases were more 
likely to respond to hypophysectomy than those in 
whom the disease had remained localized (Edelstyn et al., 
1958), and (2) that the best results were obtained in 
patients with bony metastases, in those aged 41 to 50 
years, and in those who had their operations performed 
early (McCalister, 1960). 

Our present purpose is to examine the factors, known 
at the time of operation, which appear to have influenced 
the outcome of hypophysectomy in a larger series. 


Material, Methods, Definition of Terms, and General 
Results of Operation 


The series includes 75 women with advanced breast 
cancer who were treated consecutively by transfrontal 
hypophysectomy between March, 1957, and February, 
1960, and who survived operation for more than three 
weeks. In 54 the pituitary fossa was packed with 
yttrium-90 oxide after the gland had been removed 
(Edelstyn et al., 1958). 

The patients were examined clinically before opera- 
tion, visible lesions were photographed, and x-ray films 
were taken of the skull, chest, spine, pelvis, humeri, 


Taste II] iil. —General Results of Hypophysectomy 





| 

















No. Dying 
Category No. Within 3 Months 
Objective remission . . | 32 (43%) 0 
Subjective improvement 17. (23°) 6 (35%) 
No response ¥ a | 26 (35%) 11 (42%) 
Total | 75 (100%) 
i 

and femora. After operation they were seen at intervals 


and appropriate examinations were repeated. The x-ray 
films were reviewed independently by one of us 
CO ¥. ©). 


Three types of response to hypophysectomy were 
recognized: (1) Objective remission (the best): Objective 
evidence of regression of major lesions ; no progression ; 
no new lesions; relief of pain and other symptoms. 
(2) Subjective improvement (intermediate): Relief of 
pain and other symptoms, but no objective evidence of 
regression. (3) No response (the worst): Disease 
apparently unaffected by treatment. 

The overall results are shown in Table III. Each 
patient was assigned to the best category achieved during 
the whole post-operative period. Subjective improve- 
ment by itself, although a striking and definite effect of 
hypophysectomy, is not associated with a significant 
increase in the survival time and is therefore of question- 
able benefit. In the analyses which follow we are 
concerned mainly with the proportions of patients in 
different groups who achieved objective remission. 


Analysis of Three Principal Factors Influencing 
Response 

Of several factors examined, three, which were 
applicable to all the patients in the series, appeared to 
influence the result significantly (P<0.05). These were: 
(1) the sites of the lesions (Table IV); (2) the relation 
to the menopause (Table V) ; and (3) the time at which 
the operation was performed (Table VI). The highest 
proportions of objective remissions were observed in 
patients with osseous metastases, in those who were still 
menstruating, and in those who had their operations 
early. 

Sites of Lesions 

The lesions recorded are those which were observed 
on clinical or x-ray examination before operation. No 
account is taken of lesions which became apparent later 
or which were found at necropsy. The term “ osseous 
metastases ” refers to lesions in bones distant from the 
primary site. Local disease is defined as that in the 


breast, on the chest wall (primary or recurrent), in the 
underlying pleura, or in the regional lymphatic glands. 
Visceral metastases are those in distant viscera, particu- 
larly the lungs and the liver. 


Patients who had osseous 
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metastases, whether or not they were accompanied by 
local visceral lesions (the “ osseous” group), fared far 
better than those who had local disease or visceral 
metastases only (the “soft-tissue only” group) (Table 


IV). The effect of this factor was most pronounced in 


TasLe IV.—Influence of Sites of Lesions on Clinical Response 








the difference becomes highly significant. When the 
effect of the time of hypophysectomy is considered in 
relation to the other two factors (Table VII, c, d, g, h) 
it will be seen that an early operation had a slightly 
beneficial effect which, though not significant. was 
consistent. 


























to Hypophysectomy Z The total duration of the disease from the appearance 
Sites of Lesions Total Objective Remission of the ignaaag A breast cancer to hypophysectomy did 
aS & | not have any influence on the result (Table VIII). 
“ Osseous ” H 
Osseous metastases only ; oe. 15 (52%) ae 
an i | is} | ; 3055) ba sar (52% TaBLe VI.—Relation of "Res er to Clinical 
ie ce tase metastases} 8 oe ereee icine = ee 
| | | 
“ Soft tissue only” , : : | | Objective 
Local disease only a | 16) | 4(25%)) Time of Total Objective Remission plus 
Visceral metastases only bc eee 0 (0%) f $ (22%) Operation* | Remission Subjective 
Local disease + visceral metastases 4) 1 (25%) | Improvement 
Total .. | 78 32 Early — 45 | 23¢51%) | 35¢78% 
j aes eae 30 900%) | 147) 
If the proportions 27/52 and 5/23 are compared, x? = 5-915,0-02>P>0-01. Total 2 75 ag pre: 55 32 7 Pray 49 
coal t 


the pre-menopausal patients, but was also apparent in 
the post-menopausal group and in those who had their 
operations early or late (Table VII, e, f, j, k). The 
outcome was not influenced by the presence of the 
primary lesion at the time of hypophysectomy. 

















* The terms “ early’ and “ late’ are defi ned in the text. 
whnape ate Maane 23/45 and 9/30 are areas x =3-28,0-1>P>0-05. 
35,45 ,, 14/30,, x 2_7. 69, 0-01>P>0-001. 


fiea VII —Influence of Combinations of Factors (in pairs) on 
Clinical Response to Hypophysectomy 





















































Objective remissions were observed in 7 of 15 (47%) a Total | Obiective | 26 ] icaeiie 
in whom the primary was still present, and in 25 of 60 - | 
9 ; Pre-menopausal 17 | 13(76%) | 6-06 | 0-02>P>0-01 
(42%) a ae mastectomy ees be (a) Osseous Brees meena | ae 4 (40%) 
presence of viscera metastases, even in those wit (b) Soft _Pre-menopausal 4 | 0 0% 0-35 
osseous lesions, appears to have had an adverse influence _tissue only ‘| Post-menopausal | 19 | 5 (6) 
on the prognosis. Total -~L_wis oi 
Relation to Menopause (c) Osseous J tearly operation | 34 | 19(56%) | 0-43 | 0-7>P>0-5 
Remissions occurred in a higher proportion of patients tie | | SD 
2 : (d) Soft +early operation | 11 4 (36%) } 0-13 
who were still menstruating than of those who had had tissue only “\ +late » | 2 |] 1 ed 
a natural menopause or who had undergone oophorec- Toul 75 | 32 i 
tomy. The proportions in the two latter groups were es ,- = i i a 
. ° . re- | 
similar (Table V). The effect of this factor was apparent — menopausal \ +-softtissue only | 4 | ( oh 
- Post- cs Ay | 1 . 3 
Taste V.—Influence on omones on Clinical Response to ous pe ol only 3 7 a a) Sarees 
ypophysectomy 
SIEEIEEEEEEEEEEEEEEEEEEEEEE —— Total wt 98. 1 82 
: | eer i 
Relation to Menopause “7 Total Objective Remission (g) Pre- Pye operation 16 il (6975) 0-26 
eecanamene : 1 | 1 3 (6274) menopausal | +late 5 2¢ e) 
Artificial menopause 211 7 (33%) oy (h) Post- +early spemien 29 | 12(41% 1:06 | 0-5>P>0-3 
Natural Bs * ae | 33 54 12 (3682) > 19 (35%) menopausal! \ +late ay 25 | 7 (2887) a 
Total... VT | 32 Total Re ee | 32 
sil cae (i) Early _f +osseous 34 | 19(56%) | 1:26| 0-3>P>0-2 
If the proportions 13/21 and 19/54 are compared, x? = 4°41, 0-05 >P>0-02. operation {3 aa emia only Ti 4 (36%) | 
in the osseous group and in those who had their opera- (k) Late osseous 18 | 8 (44%) 0-04 
: ; operation + soft tissue only 12 1 (8%) 
tions early or late (Table VII, a, 1, m). In those with | 
soft-tissue lesions, however, remissions were observed Total -- | 75 | 32 
only in the post-menopausal group, but this apparent (Early _{ + Pre-menopausal 16 | 11(69%) | 3-08 | O-1>P>0-05 
reversal of the effect could easily have arisen by chance, operation | | a | 29 | 12.41%) 
as there were only four pre-menopausal women for sintinins + pre-menopausal] 5 , 2(40°%) 0:86 
comparison (Table VII, b). operation i Te a | 7 (28%) 
Time of Operation Total 5g BOS | 32 


The patients were divided into two groups, according 
to whether they underwent hypophysectomy “ early ~ 
t “late.” In the former the operation was performed 
within six months of the disease becoming uncontrolled, 
as judged by clinical and radiological assessment. In the 
latter the interval was greater than six months. In the 
case of those who had been treated effectively (albeit 
temporarily) by endocrine methods or by radiotherapy 
the time was measured from the onset of the final 
recrudescence to the hypophysectomy. The “early ~ 
group contained a higher proportion of objective remis- 
sions than the “late” group (Table VI), although the 
difference is not quite significant. However, if patients 
experiencing subjective improvement are included also, 














* Where no x? value is shown the probabilities are exact (single tail) 


TasBLe VIII.—Relation of Total Duration of Disease (Before 
Hypophysectomy) to Clinical Response to Operation 





Duration | 
in Years | % i 2- 3- 4- | 5- 6- 7+ |Total 





Objective 
remission| 3 (9)| 6 (28)| 7 (50)| 4(62)) 4(75)| 3 (84)} 1(87)) 4(100)} 32 
Subjective 
improve- 
= .. | 3 (48)) 3 (35)) 3 (53) 2 (65)} 1(71)! 1 (76)} 1 (82)} 3 (1004 17 
lo 
response | 4(15)| 6 (38)| 4 (54)} 3 (65)| 4(81)} 2 (88); 2(96)) 1(100)} 26 


Total | 10 (13)/15 (33)|14 (52)} 9 (64)} 9 (76)| 6 (84)} 4(90)) 8 (100)} 75 



































The figures in parentheses are es Percentages. 
If the pv tage are i as “0-,” “2-,” and “5+ ,” 43=1-302; 
D. of F.=4; 0:9>P>0: 
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Other Factors 


Age.—Age alone did not appear to influence the result 
as much as the relation to the menopause (Table IX). 
The highest proportion of objective remissions was seen 
in patients aged 41 to 50. The fact that a smaller 
proportion was found in those under 41 is partly 
explained by the fact that this group contained a larger 
number who had been treated by oophorectomy and 
who were therefore post-menopausal. 


Influence of Previous Endocrine Therapy.—Forty- 
eight patients had been treated previously by simpler 
forms of endocrine therapy (androgens, oestrogens, 
corticoids, or oophorectomy). Two who had undergone 
adrenalectomy are excluded from the analysis. The 
result of therapy is recorded simply as “good” or 
“poor.” A good response appears to have favoured 
objective remission after subsequent hypophysectomy 
in patients with lesions of soft tissue only (and here the 
numbers are small), but not in those with osseous 
metastases (Table X). A further comparison has been 


TABLE IX.—IJnfluence of Age on Clinical Response to 

















Hypophysectomy 
Age in Years | Total Objective Remission 
. —_— 7 a 5 (31%) 
41-50 30 17 (57%) 
51-60 24 8 (33°) 
61+ 5 2 (40°) 
~ ‘Foral +o] 75 32 








TABLE X.—Influence of Previous Endocrine Therapy on Response 
to Hypophysectomy 


























= _—— 
Previous | Objective ' 
Endocrine | Result | No Remis- x =e } cS 
Therapy | sion | {a v. b) (a+b v. c) 
A Patients 
(a) [] Good 14 8 (57%) 3-26 
Used (5) 4] Poor | 34 10 (29%) | 0-1>P>0-05 2-32 
Not used (c)] — | 25 14 (56%) 0-2>P>01 
~~ Total .. ~l93¢ | 32(44%) 
Osseous Metastases 
Used (2 LS] Good i 5 (45%) 0-088 
sed (») U Poor | 20 8 (40%) | 08>P>0-7 3-84 
Not used (c)}  — 20 14 (70% P=0-05 
Total .. 51 27 (54%) 
Soft Tissue Only 
Used (2) £| Good 3 3 (100%) Exact P 
a (b) {| Poor 14 2 (14%) | (single tail) Exact P 
Not used (c) | — 5 (0%) |  =0-015 (single tail) 
Total .. | 22 5 (23%) 























* Two patients who had had adrenalectomy plus oophorectomy performed 
prior to hypophysectomy are excluded from this analysis. 


made between those who received preliminary endocrine 
therapy and those who were treated by immediate hypo- 
physectomy. There was no obvious difference initially 
between the two groups, but the patients were not 
allocated to them at random. Furthermore, an unknown 
number of patients who received simple therapy died 
without being subjected to hypophysectomy. If the 
data are accepted at their face value it would seem that, 
in the osseous group, those who underwent immediate 
hypophysectomy did better than those who had pre- 
viously received simple endocrine therapy. In those 
with soft-tissue lesions only, immediate hypophysectomy 
did not have any such beneficial effect. 

Histology of Tumour.—The histological appearance 
of the carcinoma did not influence the result of 
hypophysectomy. 


Discussion 

Three factors which were assessable before operation 
appear to have had a major influence on the result of 
hypophysectomy in our series. (1) Those patients who 
showed x-ray evidence of osseous metastases, either 
alone or combined with other lesions, responded better 
than those who had local disease or visceral metastases 
only. This observation partly confirms the observations 
of Pearson and Ray (1960), but conflicts with those of 
most other reports. We have no reason to doubt its 
validity. (2) The influence of the menopause has been 
observed by four other groups of workers (Table J, 
and it seems probable that better results are generally 
obtained in pre-menopausal patients. The menopause 
is almost certainly a more important factor than age. 
The new observation, which requires confirmation 
because of the relatively small numbers (Table VII, b), 
is that those with lesions in the soft tissues only, seem 
more likely to respond to hypophysectomy after the 
menopause than before. (3) The effect of early opera- 
tion does not appear to have been examined before. 
It is, however, reasonable to suppose that the longer the 
disease is left untreated the more likely it is to become 
independent of hormonal control. The period of six 
months seems to be fairly critical, since most of our 
patients were operated on within 12 months of the 
disease becoming uncontrolled and the period of 6 to 
12 months contained most of the failures. 

No previous comparison appears to have been made 
between the results of immediate hypophysectomy and 
those of simple endocrine treatment followed later by 
hypophysectomy. Our data suggest that patients with 
osseous metastases who underwent hypophysectomy as 
the first endocrine manceuvre fared better than those 
who received simple endocrine therapy first. However, 
although many patients in both groups are still alive, 
it is likely that the survival period from the time of 
starting endocrine therapy of any sort (hypophysectomy 
or simple therapy) will prove to be greater in those 
who received simple endocrine therapy first. These 
matters can be resolved only by a controlled therapeutic 
trial. 

Knowledge of the chances of an objective remission 
after operation is clearly important. The factors with 
which we are concerned are, as we have stated already, 
those which are apparent clinically and radiographically 
at the time of hypophysectomy. The best results were 
obtained in premenopausal women with osseous meta- 
stases (Table VII, a, e), 76% (S.E.10.3%) of whom had 
remissions. In a larger series we could expect (with 
95% confidence) that at least 55% would benefit and 
that as many as 97% might possibly do so. Operation 
can certainly be recommended for this group, but we 
would be very hesitant to advise it in those with soft- 
tissue lesions only, especially before the menopause. 
Other combinations of factors are intermediate in their 
prognostic significance. 

These conclusions have been reached retrospectively 
and empirically, but until we have a better understanding 
of the nature of hormone dependence of breast cancer 
they should provide a useful guide to the selection of 
patients for hypophysectomy. 


Summary 
The factors which influenced the response to hypo- 
physectomy for advanced cancer of the breast in women 
were analysed in 75 consecutive patients who survived 
operation. 
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The following proportions of patients in different 
groups underwent objective remission: Whole series, 
32/75 (43%). Those with osseous metastases, 27/52 
(52%); without osseous metastases, 5/23 (22%). Pre- 
menopausal patients, 13/21 (62%). Post-menopausal 
patients, 19/54 (35%). Those who had their operations 
within six months of the disease becoming uncontrolled, 
23/45 (51%); more than six months, 9/30 (30%). 
Pre-menopausal patients with osseous metastases, 13/17 
(76%). 

Previous endocrine therapy influenced the response 
in various ways. 

Age, the total duration of the disease, and the 
histological structure of the tumour did not influence 
the result. 

We thank the surgeons who referred patients to us; 
Dr. E. A. Cheeseman, reader in medical statistics, Queen’s 
University of Belfast, for his advice about the statistical 
analyses; Miss L. Irwin for radiographs; Miss H. N. 
Pountain for secretarial assistance; and the Northern 


Ireland Hospitals Authority and the Royal Victoria Hospital 
Management Committee for financial help. 
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By means of the more sensitive assay techniques now 
available it has been established that oestrogens may 
persist after oophorectomy and adrenalectomy in the 
urine of patients suffering from breast cancer. Jessiman 
(1958), using the bio-assay technique of Smith and 
Smith (1952), reported the presence of oestrogens after 
oophorectomy and adrenalectomy, while Dao (1953), 
also measuring biological activity, had found a fall in 
oestrogen levels after castration but complete disappear- 
ance after adrenalectomy. Chemical determinations by 
the Brown method (Bulbrook and Greenwood, 1957; 
Greenwood and Bulbrook, 1957; Bulbrook, Green- 
wood, Hadfield, and Scowen, 1958) indicated the 
persistence of oestrone (OE), oestradiol (OD), 
and oestriol (OT) in urine after both these operations 
and also after hypophysectomy. Although Diczfalusy 
and his colleagues (1958) questioned the nature 
of the small quantities of _oestrogen-like chromogens 





*This work was carried out with a grant from the British 
Empire Cancer Campaign, 1955-9. 


measured by the Kober reaction used in Brown’s 
method, parallel chemical and biological assays 
by Bulbrook, Greenwood, and Williams (1958) 
confirmed the presence of oestrogenic activity in urine 
extracts from post-operative patients where small 
amounts of these substances had been determined 
chemically. 

Since it was suggested many years ago that the 
continued growth of mammary carcinoma might be 
dependent on oestrogenic hormones and improvement 
could be achieved by removal of the ovaries, many 
comparisons have been made between the quantities of 
oestrogens excreted by patients with breast cancer and 
their clinical condition, but no correlation has yet 
become apparent. 

The aim of this present investigation was to study 
oestrogen excretion in conjunction with subsequent 
clinical progress to see if pre-operatively it might be 
possible to predict from the hormone picture a patient’s 
response to oophorectomy or adrenalectomy. The post- 
operative progress was compared with any alteration in 
amounts or pattern of hormone excretion caused by the 
operation ; and in addition the histology of the primary 
tumour was reviewed in connexion with oestrogen 
levels and response to treatment. 


Methods 


The methods used were those of Braunsberg, Osborn, 
and Stern (1954) and Braunsberg, Stern, and Swyer 
(1954) for OE and OD, utilizing partition chromato- 
graphy and fluorimetry; OT was measured by 
Brown’s method, including the additional purification 
step (Brown, 1955 ; Brown, Bulbrook, and Greenwood, 
1957). 

-Assays were made on 24-hour urine specimens 
collected before operation and, in most cases, within 
three weeks afterwards. It proved very difficult to 
obtain additional specimens once the patients had left 
hospital, so only the results of immediate post-operative 
determinations were available for comparison, and it 
was not known what further changes might have 
occurred during the subsequent course of the disease. 

Vaginal smears were usually taken on the same day 
as the urine collection and stained with Shorr’s stain. 
The percentages of cornified and basal cells were 
recorded. 

Fifteen pre-menopausal women, whose ages ranged 
from 37 to 50, with an average of 45, were investigated 
before and after oophorectomy. Five others, aged 
between 37 and 51, who had previously been castrated, 
underwent adrenalectomy. A further four patients aged 
38 to 66 had a combined operation in two stages— 
namely, bilateral oophorectomy and unilateral adrenal- 
ectomy, followed 14 days later by removal of the second 
adrenal. 

Assessment of the effect of hormone ablation was 
often very difficult and depended on clinical impression 
rather than definite evidence. Patients showing signs of 
regression of bone metastases, even temporarily, dis- 
appearance of skin metastases, or alleviation of bone 
pain were classed as “improved.” Also described as 
improved were cases where there was some indication 
that life had been prolonged in a state reasonably free 
from distress. In a number of patients the clinical 
response was either equivocal, in which case they were 
grouped with the “ not improved,” or it was too early 
after the operation for assessment to be made. 
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Results 


All the 15 menopausal women showed a fall in 
“total” oestrogen levels—that is, the sum of OE, OD, 
and OT—after operation, although in only six of them 
was the decrease significant (P<0.05). In three instances 
the value for P was between 0.1 and 0.5, and in the 
remaining six cases there were not enough assays to 
test for significance. This drop was due mainly to 
decreased OT excretion, shown by all patients to some 
extent and being significant (P<0.05) in four. OE and 
OD fell less obviously and in a few cases even rose 
slightly post-operatively. One post-menopausal and two 
menopausal patients who were also studied showed 
similarly reduced oestrogen values after castration. 

There was no significant difference between the pre- 
operative oestrogen levels of the “ improved ” and “ not 
improved ” groups ; nor did these two classes show any 
difference in the amounts by which oestrogen excretion 
decreased after operation. However, the proportions 
of the three oestrogens meastred pre-operatively showed 
some variation, the OE plus,OD:OT ratio being lower 
in the group which was considered to have responded 
favourably to the treatment” After oophorectomy the 
greater fall observed in OT levels compared with those 
of OE plus OD, led to a rise in the ratio in both 
categories of patients so that there was no longer any 
obvious difference between them (see Table I). 


Gonadotrophin assays were done by Dr. June East 
on four of the pre-menopausal women. Urine 
specimens were extracted chromatographically by a 
modification of the method of Johnsen (1955) and 
assayed in immature female T.O. mice by the uterus- 
weight technique (Klinefelter, Albright, and Griswold, 
1943). Estimation of the renal enzyme £-glucuronidase 
in mature male mice was also used as an index of 
gonadotrophic activity as proposed by East (1959). 
Three patients showed some elevation of gonadotrophin 
titre after oophorectomy, corresponding with a fall in 
oestrogen levels. In the fourth, whose oestrogens 
decreased only slightly, there was no change in gonado- 
trophin output. Although this patient responded 
dramatically to operation she soon relapsed again, but 
the other three have maintained their improvement for 
more than a year. 




















TaBLe [.—Pre-operative Excretion of Oestrogens, and Changes 
Due to Oophorectomy in Patients who Did and Did Not 
Improve 

| Not Improved 
Improved and Equivocal 
Mean | | Mean | P 
| (ug./24 | (ug. /24 S.D 
| Hours) Hours) 
Pre-oophorect- L 
omy levels: 
OE+OD+OT| 27:83 | 21-44 24-20 19:18 | 080-7 

OT | 20-21 | 18-23 14-38 15-92 0-5-0°4 
OE | 5-02 | 2°55 7:22 4-14 0-2-0:1 
OD 2°58 1-15 2-58 1-19 >0-9 

Decrease : 

OE +OD + OT 15-25 17-86 19°37 | 23-27 0-8-0-7 
; 13-96 | 16-74 15:58 | 16-83 0-9-0-8 
. ee ae 1-33 2:24 3-62 5-81 0-4-0°3 
oD ; 0-06 1-43 1-08 1-04 0-2-0:1 
ae 
0-56 0-30 1-9 2:12 0-1-0-05 
OR + op anne 24) (Range0: 24) 
 —_— to 1-06) to 5-76) | 

Post-oophorect- | | 

omy 211 | 2-21 2-84 2-13 0-6-0-5 
OE +0D | | 
- | | | 








Adrenalectomy alone, performed on five previously 
castrated women, resulted in diminished oestrogen 
excretion in three, little change in one, and an increase 
in the fifth. The average pre-operative values were 
similar whether there was any subsequent clinical 
improvement or not. Likewise, post-operatively there 
was apparently no connexion between response and 
oestrogen levels. In four patients the OE plus OD:OT 
ratio before adrenalectomy was high, suggesting that, 
as expected, the amount of OT excreted had fallen 
owing to oophorectomy, although no determinations 
were done at that time. The other patient, who alone 
experienced no improvement, had a lower ratio. OT 
was most affected by adrenalectomy, and in all cases 
the ratio rose post-operatively. 

Combined oophorectomy and adrenalectomy was 
done on four patients. This procedure resulted in 
decreases in the amounts of OE and OT measured, but 
had least effect on OD. One of the pre-menopausal 
women improved but her oestrogen values and OE plus 
OD:OT ratio were within the range of the other two 
patients, whose conditions remained unchanged. 
Ablation of ovaries and adrenals seemed to make little 
difference to the hormone levels found in the urine of 
a 66-year-old woman who was 20 years post-menopausal, 
yet she benefited from this treatment. 


Histology 
When relating the histological type of tumour with 
oestrogen levels and with the subsequent progress of the 
breast cancer, the original primary histology was divided 
between the extremes of differentiated and undiffer- 
entiated. In general the histological diagnosis was quite 


TABLE I1.—Comparison of Response to Operation Shown by 
Patients with Differing Histology of the Primary Tumour 





























| Differentiated Undifferentiated 
| Equivocal Equivocal 
— | Improved} or Not ayy Improved] or Not 
Improved Improved 
Oophorectomy a 7 4 3 8 3 5 
Oophorectomy and) 
adrenalectomy | 3 3 0 | 5 2 3 
nile WA fot Os eee 


clear: the growth was described either as anaplastic 
and therefore undifferentiated or as well differentiated. 
In two cases the histology was inconclusive, as in one 
the material was from a drill biopsy, and in the other 
there were areas of differentiated and undifferentiated 
tissue in the same growth. 

There was no significant difference between the 
absolute amounts or the ratios of oestrogens excreted 
by women with the two types of tumour. 

It has been suggested that the more differentiated type 
of neoplasm was associated with hormone dependence, 
and that cases of undifferentiated carcinoma were un- 
likely to benefit from endocrine ablation, but this was 
not always borne out. Several investigators of this 
problem have confirmed that histological classification 
did not give any indication of the response. In the 
present series, improvement after oophorectomy alone, 
or oophorectomy together with or followed by 
adrenalectomy, has, been shown by patients with both 
types of primary tumour (see Table II). 


Discussion 


Evaluation of 116 vaginal smears showed that 


although some correlation existed between the over- 
all cytological picture and urinary oestrogen values 
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estimated chemically, it was of a low order, particularly 
in the intermediate ranges. One may conclude that 
single occasional smears are not accurate enough to 
give a useful indication of oestrogenic activity in this 
group of women. 


Even with sensitive chemical determinations, selection 
of those patients most likely to benefit from endocrine 
ablation is apparently not possible by means of OE, 
OD, and OT measurements alone. The trend shown 
by this small series suggests that the subjects with the 
larger amounts of the more active oestrogens, OE and 
OD, relative to the less active OT, may be the ones less 
likely to respond to castration. However, there is much 
overlapping, and the ratio OE plus OD:OT would not 
seem to have any practical predictive value. 


In most cases the operations were carried out as 
therapeutic procedures when metastases had actually 
occurred, rather than as a prophylactic measure. It 
might be that by the time these women were considered 
for gonadectomy, tumours which were possibly once 
hormone-dependent had become autonomous. Another 
possibility is that tumour growth is dependent not on 
the absolute amounts of oestrogens secreted but on the 
balance between the various oestrogens, their metabo- 
lites, and other hormones (Bulbrook, Greenwood, and 
Hayward, 1960). It may be that where surgery is 
effective it succeeds by altering that balance. 


Summary 


Oestrone, oestradiol, and oestriol estimations were 
made pre- and post-operatively on patients with breast 
cancer who underwent oophorectomy or adrenalectomy, 
or both. 


No difference was found in the pre-operative 
oestrogen levels of patients who improved and those 
who did not. 


Clinical progress was not correlated with the decrease 
in oestrogens caused by operation. 


No connexion was evident between the histology of 
the primary tumour and oestrogen levels or clinical 
response. 


We are grateful to the radictherapy department and 
surgical staff of University College Hospital for allowing 
us access to their patients, and we thank the sisters for 
collection of specimens. 
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THIOTEPA IN CARCINOMA OF BREAST 
TREATED BY BILATERAL 
ADRENALECTOMY AND 
OOPHORECTOMY 


BY 


A. B. MILLER, M.B., B.Chir. 
Medical Registrar, the Luton and Dunstable Hospital 


Watson and Turner (1959) described a new approach 
to treatment of metastatic carcinoma of the breast by 
combining thiotepa with testosterone. It was claimed 
that the combination of the cytotoxic agent with 
testosterone proved more effective than either agent used 
alone. Tumour-inhibitory effects were seen in 88% 
(30 out of 34 cases). Encouraged by these results, it 
was decided at this hospital to try the effect of thiotepa 
on patients with advanced carcinoma of the breast who 
had previously been subjected to bilateral adrenalectomy 
and oophorectomy. The patients selected for treatment 
had either failed to improve after operation or had 
relapsed after a period of improvement. 

Testosterone was given orally as methyltestosterone 
in doses of 20 to 30 mg. daily. This route of admini- 
stration and the dosage were chosen as the method is 
the one used at this hospital. Nevertheless, the drug 
was poorly tolerated by many patients. Hirsuties, 
deepening of the voice, nausea, and vomiting often 
occurred, and sometimes hypertension and oedema 
developed in patients hitherto well controlled with 
adrenal substitution therapy. For these reasons 
testosterone treatment had often to be abandoned. 


Thiotepa was given by intramuscular injection, start- 


_ing with 15 mg. three times a week for two weeks, and 


thereafter 15 mg. weekly. This scheme was chosen 
because most cases were treated as out-patients. White- 
cell counts were initially performed twice weekly, and 
then weekly during maintenance therapy. Treatment 
was continued until leucopenia (defined as a total 
white-cell count of fewer than 4,000/c.mm.) rendered it 
hazardous or until deterioration was obvious. When 
patients developed leucopenia thiotepa was withheld 
until the white-cell count rose above 6,000/c.mm. ; but 
usually there was a further fall in white cells, and 
eventually treatment with thictepa had to be stopped. 


Results 


Of the 12 patients studied, five had had a period of 
improvement after bilateral adrenalectomy and oophor- 
ectomy varying from 11 to 30 months. In the remaining 
seven progression of the malignant disease had continued 
in spite of operation. Thiotepa produced temporary 
improvement in two patients (Cases 5 and 7). In the 
remainder no effect was seen. Details of the individual 
cases are summarized in the Table, and the case histories 
of the patients who improved are given below. 

Case 5.—This patient underwent a radical mastectomy 
for carcinoma of the left breast in 1954, followed by a 
course of radiotherapy. She remained well until March, 
1957, when she complained of a hoarse voice and dysphagia, 
and was found to have supraclavicular and cervical glandular 
secondaries, together with nodules in the scar of the radical 
mastectomy. Bilateral adrenalectomy and oophorectomy, 
performed in April, 1957, was followed by rapid relief of 
the dysphagia and hoarseness, and by partial regression of 
the glandular and skin secondaries. In September, 1959, 
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* See British Medical Journal (1959). 


dysphagia recurred, together with pain in the left side of 
the neck and chest from skeletal secondaries. She proved 
intolerant to methyltestosterone, but thiotepa was well 
tolerated, the dysphagia and pain being rapidly relieved. 
Despite the dramatic subjective improvement no objective 
improvement could be demonstrated either clinically or 
radiologically. Thiotepa was stopped because of leucopenia 
after 165 mg. had been given. In March, 1960, she had a 
recurrence of pain, without dysphagia, and on this occasion 
no relief followed thiotepa, which was stopped because of 
leucopenia after 90 mg. had been given. When last seen 
in July, 1960, she was slowly deteriorating. 

Case 7.—-This patient had a left radical mastectomy for 
carcinoma in 1953, followed by a course of radiotherapy, 
and a right radical mastectomy for a second carcinoma in 
1955, preceded by radiotherapy. She remained well until 
April, 1956, when skin secondaries developed in the right 
radical mastectomy scar. In spite of methyltestosterone 
treatment they progressed, and bilateral adrenalectomy and 
oophorectomy was performed in December, 1956. After 
this operation the skin secondaries regressed slightly and 
then remained static until April, 1959, when further 
deterioration occurred. Methyltestosterone, 25 mg. twice 
daily, was well tolerated, but deterioration continued. In 
November thiotepa was given and in January, 1960, healing 
began at the edges of the ulcerated area. In February 
further deterioration occurred, and in April thiotepa had to 
be stopped because of leucopenia after 420 mg. had been 
given. A further course was given in June and July until 
leucopenia again occurred after 135 mg. had been given. No 
improvement resulted, and at the time of writing (August, 
1960) massive oedema of the right arm and progressive 
ulceration of the skin was causing much distress. 


Discussion 


This trial was performed on out-patients in order to 
produce as little dislocation of patients’ daily life as 
possible. The doses of thiotepa were therefore low in 
comparison with those of Watson and Turner (1959), 
who used 30 mg. intramuscularly on alternate days in 
most of their patients. Nevertheless, significant 
leucopenia occurred in over half of the present patients, 
suggesting that an adequate dose of thiotepa was being 
given. Leucopenia was readily detected, and in all 
cases the bone-marrow eventually recovered with no 
treatment other than stopping the drug. The longest 
period of bone-marrow depression encountered was two 
months. In the doses used thiotepa is a safe drug; in 
no case did irreversible pancytopenia occur as described 
by Rider (1960). 

The disappointing finding of transient improvement 
in only two patients contrasts with the results of Watson 
and Turner (1959). Failure of thiotepa in the present 
cases might be explained by the difference in the type 
of patient treated, by the failure of the majority to 
tolerate methyltestosterone, or by the dosage of thiotepa 
used. All the patients in this study had had bilateral 
adrenalectomy and oophorectomy. It was considered 
unethical to withhold this operation (unless the patient 
was unfit for it) and substitute a relatively unproved 
form of treatment. This meant that treatment with 
thiotepa was being started in a more advanced stage of 
the disease and may explain the poor results in this 
series. That this cannot be the full answer, however, is 
suggested by the failure of patients who had initially 
responded to bilateral adrenalectomy and oophorectomy 
to respond to thiotepa. It remains a possibility that the 


results from bilateral adrenalectomy and oophorectomy 
could be improved if thiotepa was begun at the time of 
the operation. The patients tolerated methyltestosterone 
badly, probably partly because of their precarious 
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endocrine balance. Loeser’s (1959) suggestion, that the 
good results of Watson and Turner (1959) were primarily 
due to the large doses of testosterone used, could go a long 
way towards explaining the poor results in the present 
series. Another reason for failure might be the relatively 
small doses of thiotepa used, though larger doses prob- 
ably would have been hazardous. Hall et al. (1960) 
emphasized that cytotoxic agents should be tested not 
only in differing doses but by different routes of admini- 
stration. It is probable that the future of chemotherapy 
in malignant disease lies with drugs with a greater 
cytotoxic action on tumour cells and bone-marrow cells 
(a higher “therapeutic index”) than thiotepa; with 
regional transfusion (Abel, 1960); or with measures 
deliberately designed to produce severe bone-marrow 
depression followed by bone-marrow (Brit. med. J., 
1960) or foetal cell (Kay and Constandoulakis, 1959) 
infusions. Bridges et al. (1960) report the case of a 
patient with disseminated breast carcinoma who received 
225 mg. of thiotepa intramuscularly over 18 days. Severe 
pancytopenia ensued, but the patient recovered after 
infusion of foetal liver cells. A remarkable improvement 
in the patient’s condition was reported, with a remission 
at that time lasting to five months. 


One more factor deserves comment. The one benefit 
obtained in all patients by the use of thiotepa has been 
that on morale. Both the patients and their relatives 
feel that something is being done, and hope is retained. 


Summary 


Thiotepa has been used as a palliative measure in 12 
patients with advanced carcinoma of the breast, who 
were deteriorating in spite of bilateral adrenalectomy 
and oophorectomy. In only two patients has a palliative 
effect been seen. 


The possible reasons for the failure of thiotepa in 
these patients are discussed. 


I thank Mr. Donald Barlow for permission to study his 
patients, and Dr. Thomas Parkinson for much help and 
encouragement and for advice in the preparation of this 
paper. 
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An exhibition of disposable hospital equipment, attended 
by nearly 1,100 visitors, and organized by the Salford Group 
Hospital Management Committee, was held recently at Hope 
Hospital. The idea of holding the exhibition arose partly 
because the Group are actively concerned with the develop- 
ment of a central sterile supply department, and partly 
because of the recommendations of the nursing advisory 
committee that certain items in the disposable field be 
introduced on a Group basis. Hospital management com- 
mittees in the Manchester and Liverpool regions, the 
medical officers of health of the local and neighbouring 
districts, and the voluntary organizations were invited. 
Thirty-two exhibitors displayed their products during the 
two-day exhibition. 


PROSTATECTOMY BY THE VESICO- 
CAPSULAR METHOD 


BY 


R. E. B. TAGART, M.Ch., F.R.C.S. 
Surgeon to the Newmarket and West Suffolk 
General Hospitals 


Freyer (1920) reported a series of 1,625 prostatectomies, 
with a mortality rate of 5.3%. At intervals since then 
reports have appeared showing that, while methods have 
varied, the mortality has remained in the region of 5% 
(Harris, 1934; Stewart, 1945; Hey, 1945; Galbraith, 
1948 ; Millin et al., 1949; Riches, 1949 ; Jacobs, 1951 ; 
Wells, 1953). From the published reports it is difficult 
to deduce the operability rates for the various series, 
since there are so many variable factors which influence 
this, but it is probably safe to say that over the past 
40 years the operability rate has risen steadily. The 
result of this is that permanent suprapubic cystostomy 
is now a rare operation—a minor surgical revolution 
which, in terms of human well-being, is the equal of 
other more spectacular advances. 


The situation in large centres, from which most of 
the published reports have come, is reasonably satis- 
factory, but doubts are often expressed in private, and 
occasionally in public (Lancet, 1956), about whether the 
picture in the country as a whole, and particularly in 
the smaller non-teaching hospitals, is quite so pleasing. 
The junior surgical staff in these places may be relatively 
inexperienced, and many suffer from a shortage of 
nurses. The patients in the present series were treated 
in the general surgical wards of non-teaching hospitals 
of about 200 beds each. They suffer from a shortage 


.of nurses, and the surgical first assistants are of registrar 


or junior house officer grade. It has been my experience 
that, under these conditions, what is lost in quantity of 
care is more often than not made up by the quality of 
individual performance. 


The vesico-capsular method of prostatectomy 
described by Ogier Ward (1948), and later by Bourque 
(1954) and Watts (1956), is simple to perform and has 
given excellent functional results. A slightly modified 
version of this operation was used in the present series. 
The method of post-operative care is as important as 
the type of operation. The present one is based on a 
closed bladder irrigation system, which has been found 
to be effective and easy to manage. In the 120 con- 
secutive operations reported here the mortality rate 
was 4.2%. - 

Selection of Cases 


The total number of patients referred as possible 
cases of prostatic obstruction in the relevant period was 
188. Of these, 18 (10%) were diagnosed clinically as 
carcinoma and were treated with hormones with or 
without a transurethral resection. In 24 (12%) patients 
the symptoms were not severe enough to warrant surgery 
or were transient. In this latter group are included 
patients with a single episode of prostatic haematuria, 
those with temporary inflammatory swelling of the 
gland, and those in whom retention of urine was the 
result of confinement to bed during an illness, but who 
passed urine normally once they were ambulant. Five 
(3%) were ill with another disease, which was shortly 
to be fatal, and suffered from acute retention of urine 
as an incident in this illness. These conditions were 
myeloid leukaemia, carcinoma of a bronchus with 
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skeletal metastases, carcinoma of the pancreas with 
jaundice, cerebral thrombosis, and carcinoma of a 
bronchus with mitral stenosis. These did not have a 
prostatectomy and are not included in the series. They 
were treated by suprapubic cystostomy, limited trans- 
urethral resection of the bladder neck, or an indwelling 
Foley catheter. Two patients (1%) with acute retention 
of urine refused any treatment other than a suprapubic 
cystostomy and a permanent Foley catheter respectively. 
In 15 patients (8%) the prostate gland, although 
obstructive, was so small as to be most suitably treated 
by transurethral resection. 

This left 124 patients, 66% of the original total, for 
whom open prostatectomy was indicated. Four of these 
(3%) were thought unfit for operation and were treated 
with a permanent indwelling Foley catheter. The 
reasons for the rejection of these cases were senility 
and mental confusion, their ages being 89, 88, 83, and 
78 years. None of them lived long, but while they did, 
the catheter of 18 F bore was changed at fortnightly 
intervals. The patient was encouraged to drink freely 
and, if possible, he took sulphadimidine 1 g. three or 
four times a day. Under these circumstances he 
remained fairly comfortable 

This operability rate of 97% is compared in Table | 
with those of other workers. Comparison between 
different series in this respect is likely to be fallacious, 
but from these figures it is probably fair to deduce that 
for an average population a rejection rate of a little 
under 5%, represents a reasonable mean between timidity 
and foolhardiness 


TaBLe 1.—Operability Rate in Prostatectomy 
Ellis and Leatherdale (1958) ‘ 94°, 
Freyer (1920) : Ba 100% 
Harris (1934) 97% 
Hey (1945) 98%, 
Jacobs (1951) 97%, 
Stewart (1945) 86% 
Present series 97% 


Age.—The mortality for prostatectomy rises steadily 
with age. In a series of 757 cases Millin et al. (1949) 
found that below 70 years the mortality was less than 
2%, while at 80 years and over it was nearly 20%. 
Fig. | shows the age distribution in the series where the 
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Fic. 1.—Age distribution in three series of prostatectomies, show- 

ing the masked effect of age upon the mortality rate. ——, Present 

series (mortality 4.2%). ...., Millin et al. (mortality 4.6%). 
----, Ellis and Leatherdale (mortality 10.7%). 


information is given and in the present series. The 
comparatively high mortality in the series of Ellis and 
Leatherdale (1958) is explained by the greater age of 
their series as a whole and also, as is shown below, by 
the high incidence of acute urinary retention among 
their patients. 


Acute Retention of Urine 


Acute retention of urine is a serious complication of 
prostatic obstruction and is associated with an increased 
operative risk. There are two reasons for this. The 
first, and less important, is that whatever means, short 
of immediate prostatectomy, are employed to relieve 
the retention some degree of urinary infection is 
inevitable. While it may be argued that post-operative 
urinary infection is also inevitable, whatever the type 
of operation, it is nevertheless true that the risks from 
post-operative infection, both in the wound and in the 
urinary tract, are increased when the urine is infected 
before operation. However, careful aseptic technique 
in the passing of catheters and careful attention to the 
means whereby interiors of catheters, tubes, and 
drainage-bottles are kept sterile, greatly reduce the 
degree of post-operative infection in the urinary tract. 
so that the increase in operative risk is small. 


The second consideration is less direct but more 
serious. Most of the mortality from prostatectomy is 
due to causes outside the urinary tract, the cardiovascular 
system heading the list. Not infrequently the reason for 
the onset of acute retention of urine is that the patient 
has been partly or completely immobilized by some 
cardiovascular, respiratory, or other complaint. The 
existence of this underlying condition adds greatly to 
the risk of the operation which may have to be under- 
taken in order to restore normal urinary function. 


In small hospitals, with barely adequate staff. 
immediate prostatectomy is not feasible as a routine 
procedure in the treatment of acute urinary retention, 
and it has not been used in the present series. Pain is 
relieved by the passage of a urethral catheter, which is 
left in place. (The Gibbon instrument has been found 
to be satisfactory and to cause very little urethritis and 
infection. Its disadvantage is that, however carefully 
it is secured, it tends to fali out when the patient gets 
up and walks about. For this reason a Foley catheter 
made of latex is often preferable.) Prostatectomy 
follows within a few days provided that observation has 
revealed no serious impairment of renal function or 
disease in other systems. 

While the bladder is being drained a urinary antiseptic 
is given and drainage is into a closed bottle, the interior 
of which is kept sterile by the vapour from a 40% 
solution of formaldehyde. With these precautions 
operation may, if necessary, be deferred for a consider- 
able time. Old men can be relieved of fear and 
confusion, a failing heart can be restored with the help 
of suitable drugs, and a rising trend in the level of blood 
urea reversed. One patient in this series was found to 
have, in addition to acute urinary retention, bilateral 
pleural effusions of 1,500 ml., each due to congestive 
heart failure. He was given an indwelling Foley catheter, 


TaBLe Il.—Acute Retention and Mortality 





} Mortality Rate 








Incidence ot 
Author | Acute Retention | for Whole Series 
Ogier Ward (1948)... oes pao eas 
Wells (1953) ? e ; ove yx ~1 3% 
Present series .. .. 6% 44° 42% 
Ellis and Leatherdale (1958) .. a 18% { 10-7% 
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which was spigoted and released at two-hourly intervals 
by day. It was allowed to drain freely into a bottle at 
night. Eighteen months later, after his cardiac condition 
had been brought back to somewhere near normal, his 
prostate was safely removed. 


Table II shows the incidence of acute urinary retention 
in the series where the figure is given and the associated 
mortality rates. 

Mortality 


Severe renal damage from prostatic obstruction is not 
common at the present time, most patients presenting 
themselves before this has had time to occur. Never- 
theless, in patients with a rising blood urea and dilatation 
of the ureters the urinary infection which inevitably 
follows any method of prostatectomy may cause pro- 
gressive pyelonephritis, and this may be very dangerous. 
This danger can be reduced by a period of preoperative 
bladder drainage, the patient’s general condition and 
demeanour being a more reliable indication of his fitness 
for surgery than the figures for the blood-urea level. 


Associated disease of other systems is the most serious 
menace after prostatectomy. Cardiovascular accidents 
head the list of causes of mortality, and even if a bad- 
risk case survives the operation there is a danger that 
the patient may be left half paralysed from a stroke 
or crippled by a coronary thrombosis. 

Some selection of cases is inevitable, but if the 
rejection rate is to be kept below 5% some very 
unhopeful prospects will have to be accepted for surgery, 
among whom will be patients with known coronary 
arterial disease, those recently in heart failure, and those 
with minor degrees of cerebral thrombosis. Severe 
mental confusion, as shown by the inability to carry 
on a rational conversation, is a very serious prognostic 
sign and is the most important single factor which may 
make a patient unfit for operation. 


Reports of Fatal Cases 


Details of the five fatalities in this series of 120 
operations are given below. 


Case 1.—Man aged 75. Chronic retention of urine with 
bladder distended to the umbilicus. Blood urea, 25 mg./ 
100 ml. Vesico-capsular-prostatectomy. Uneventful con- 
valescence at first, but on the eighth post-operative day the 
blood-pressure fell and he died in a short while. Necropsy 
showed left heart failure, pulmonary oedema, and syphilitic 
mesaortitis. 

Case 2.—Man aged 81. Acute retention of urine, relieved 
with an indwelling catheter. Blood urea, 55 mg./100 ml. 
There was a previous history of angina pectoris, and he 
had been confined to bed for a year before with a “heart 
attack.” Vesico-capsular prostatectomy seven days after 
admission. Operation and progress uneventful until 36 hours 
after operation, when he complained of sudden severe pain 
in the chest, developed signs of congestive heart failure, and 
died within 12 hours. The cause of death was thought to 
be coronary thrombosis. Permission for necropsy was not 
given. 

Case 3—Man aged 71. Acute retention of urine relieved 
with an indwelling catheter. Blood urea, 45 mg./100 ml. 
Auricular fibrillation was present on admission to hospital 
and he was coughing up purulent sputum. Seven years 
previously he had been in hospital five weeks with a coronary 
thrombosis, and there had since been several episodes of 
heart failure. The bladder was drained with a catheter 
for 23 days, during which time his cardiac state gradually 
improved. Digoxin and mercurial diuretics were given. 
After vesico-capsular prostatectomy his progress was normal 
for 36 hours, but he then developed acute congestive heart 
failure and died in a few hours. 


Cc 


Case 4.—Man aged 75. Acute retention of urine relieved 
with an indwelling urethral catheter. Blood urea, 18 mg./ 
100 ml. Vesico-capsular-prostatectomy five days later. 
Recovery complicated by reactionary bleeding, clot retention 
of urine, and a suprapubic urinary leak. He had been nursed 
through all this when, on the fifteenth post-operative day, 
he passed a very large melaena stool and his blood-pressure 
became unrecordable. In spite of transfusions his blood- 
pressure did not rise and he died on the seventeenth post- 
operative day. Necropsy revealed, on the posterior wall of 
the first part of the duodenum, a large chronic ulcer in the 
floor of which was an eroded artery. 

Case 5.—Man aged 84. Acute retention of urine relieved 
with an indwelling urethral catheter. Blood urea, 88 mg./ 
100 ml. Rather confused mentally but physically active. 
Two days after admission vesico-capsular prostatectomy: with 
excision of a diverticulum from the left side of the bladder. 
Progress was satisfactory at first, but he then developed a 
left ureteric urinary fistula and, despite irrigations and the 
use of urinary antiseptics, the urine became more and more 
heavily infected. The blood urea rose to more than 200 
mg./100 ml., and he died in coma on the forty-seventh day 
after operation. The cause of death was thought to be 
uraemia due to ascending pyelonephritis. 


Comment 

Three of these five deaths were directly attributable 
to cardiovascular disease, two from coronary sclerosis, 
and one from syphilitic mesaortitis. 

The death due to bleeding from a duodenal ulcer is 
worthy of comment. The association between bleeding 
from a peptic ulcer and prostatectomy is too frequent 
to be fortuitous. It may be accounted for by the fact 
that the patient’s regular feeding habits are likely to 
be completely upset in the first few days after operation, 
emphasis being laid on fluid rather than on solid food 
intake. History-taking should include direct questioning 


-about indigestion, and if a peptic ulcer is found to be 


present special attention will need to be given to diet 
in the immediate post-operative period. 

In Cases 4 and 5, failures in surgical technique— 
namely, reactionary bleeding and damage to a ureter— 
interrupted the patients’ post-operative progress and led 
eventually to their deaths. 

In operations on old and frail patients the balance 
between success and failure is inevitably precarious. 
Death may appear to be due to a cause far removed 
from the operation, but not infrequently the first link 
in the fatal chain of complications is a surgical mishap. 


The Anaesthetic 


My personal preference is for low spinal or epidural 
anaesthesia. The blood-pressure is maintained as near 
normal as possible throughout the operation by the use 
of pressor agents. Old unfit men seem to tolerate this 
anaesthetic technique better than any other, and a great 
advantage is the absence of restlessness during recovery. 
The patient who strains or throws himself about in the 
immediate post-operative period is liable to start fresh 
bleeding in the prostatic bed and may require heavier 
sedation than is desirable. In certain cases, where 
cardiac function has been very bad, we have felt that 
the changes of position necessary for the induction of 
low spinal anaesthesia were undesirable and a general 
anaesthetic has therefore been substituted. 

General anaesthesia has been used for an appreciable 
proportion of this series because it was the method 
preferred by the anaesthetist concerned. There is no 
numerical evidence to show that the results by this 
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method are worse than with the spinal or epidural 
technique. Nevertheless, the impression that one of the 
latter is preferable for the poor-risk patient remains 
strong. 


The Operation 


After cystoscopy the retropubic space is opened, a 
Millin self-retaining retractor inserted, and the prostatic 
capsule cleared of veins and fat. 


The upper border of the prostate gland is palpated, 
and, with this as its centre, a vertical incision about 5 cm. 
long is made through the prostatic capsule and the lower 
part of the anterior wall of the bladder. 


A finger inserted into the bladder enters the internal 
urinary meatus. The prostate gland is enucleated intra- 
urethrally. If the gland is fibrous, scissor dissection is 
used to help separate the gland from the false capsule. 
The initial break in the mucosa is best made on the 
right or left of the midline posteriorly. Each lateral 
lobe is then extracted separately and, by this means, 
a strip of mucosa running down the centre of the 
posterior wall of the prostatic cavity is left intact. The 
middle lobe is cut out with scissors. A small self- 
retaining retractor* is placed in the vesico-capsular 
incision and a good view of the prostatic bed is obtained. 
This space is inspected and loose tissue or separate small 
adenomata are cut away with scissors. A wide wedge 
is then cut out of the fibromuscular tissue which forms 
the posterior edge of the bladder neck. If possible, the 
trigonal mucosa is separated from the underlying tissue 
before this is done and is preserved. This mucosa is 
fixed to the posterior part of the prostatic false capsule 
by a central midline stitch, the ends of which are left 
long. The prostatic arteries are controlled by posterior 
and postero-lateral sutures. It is most important that 
these haemostatic stitches should be passed along the 
radial lines of the circle formed by the bladder neck. 
If they lie tangentially or as chords, cutting off segments 
of the circle, the bladder neck may be seriously narrowed 
so that there is a possibility of post-operative stricture 
formation. 

A 22F whistle-tipped catheter is then fixed in the 
urethra in a special way. Before the catheter is passed 
a nylon thread is secured to it in the same way as the 
horsehair is attached to a violin bow (Fig. 2). The ends 


Fia, fon method of securing a catheter in the bladder, 
showing how a length of — or nylon is attached to the 
catheter. 











of the knot on the midline trigonal suture having been 
left long, one of these is passed between the “ bowstring ” 
and the catheter and the ends are tied in a loose knot. 
This fixes the catheter firmly in the region of the bladder 
neck and ensures that the eyes will not slip down into 
the prostatic bed. When the time comes to remove the 
catheter the bowstring is cut, and as the catheter is 
pulled out the nylon thread slips easily through the 
catgut knot on the trigone. For extra security the 
catheter is sutured to the foreskin where it emerges 
from the external urinary meatus. 


The material of which the catheter is made is most 
important. The best so far, in my view, is “ simplastic 








*Messrs. Allen and Hanburys, of Vere Street, L 
1 ; , » London, have 
made to my specification a small self-retaining retractor which 
works on the same principle as a Joll thyroidectomy retractor. 


hard quality” made by J. G. Franklin and Sons, of 
London. This catheter appears to cause the minimum 
of urethritis; it has a good lumen in relation to its 
outside diameter, and is stiff enough not to become 
obstructed by kinking but flexible enough to lie com- 
fortably in the urethra. Its rigidity allows a powerful 
negative pressure to be exerted in the lumen without 
the walls collapsing. 

The vesico-capsular incision is closed with a continuous 
catgut suture. The retropubic space is drained with a 
tube of plastic material. If the bladder is badly infected 
before operation or if bleeding from the prostatic bed 
has been inadequately controlled, the bladder may be 
drained by a suprapubic cystostomy. This, however. 
is very seldom necessary and is not desirable, since it 
adds to the amount of apparatus attached to the patient, 
limiting his mobility and delaying his convalescence. 

Table III shows details of the operative findings in 
the series. With carcinomatous glands, where no plane 
of cleavage exists between the obstructing tissue and the 
false capsule, radical removal is not attempted, but as 
much as possible of the neoplastic tissue is cut away. 
The vesico-capsular incision is closed as usual and heals 
normally. 


TABLE II].—Operative and Pathological Findings in Present Series 
Benign hyperplasia 107 cases (89%) 


Carcinoma... . © « oo 
Large prostatic abscess eee we 1 case a) 
Chronic prostatitis .. na ie 4 i. We 


Post-operative Care 


In a ward with a mixed surgical population and an 
overworked staff cross-infection occurs very easily. In 
order to prevent this, wounds are sealed and kept 
covered, while all drainage is by sterile tubing into sterile 
corked bottles. 


Immediately on the patient’s return to the ward the 
retropubic drain is connected to an underwater seal. 
Disinfectant is added to the water and a constant slight 
negative pressure is maintained in the drainage-tube by 
milking its contents down into the disinfectant whenever 
necessary. 


The urethral catheter is connected to a closed 
irrigation system of the type shown in Fig. 3. The 
bladder can be washed out as often as desired, and, 
ideally, this apparatus is not disconnected until the 
catheter is removed, the danger of cross-infection thus 
being reduced to a minimum. Sterile physiological 
saline is used for the irrigations, and the reservoir, C, 
holding 100 ml., enables the size of the washout to be 
regulated. Small clots can be sucked out of the bladder 
by milking the rubber tubing. The vapour from a 40% 
solution of formaldehyde in the receiving bottle helps 
to keep the interior of the drainage system sterile 
(Riches, 1954). 

This regime is popular with the nursing and resident 
staffs and has been found- to reduce post-operative 
urinary infection to a minimum. In the early cases of 
the series, streptomycin and chloramphenicol were given 
prophylactically in the post-operative period. The use 
of these has now been abandoned except in cases of 
established serious infection. There has been no 
resulting increase in the amount of post-operative 
urinary infection. The prevention of this depends on 
the avoidance of cross-infection and on the fact that 
frequent small irrigations do not allow urine to stagnate 
in the bladder. 
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Early ambulation is very important, not only in order 
to reduce the incidence of venous thrombosis but also 
from the point of view of morale. Patients usually get 
up on the second or third day. The urethral catheter 
is removed as soon as the urine is macroscopically free 
of blood, which is between the third and fifth days. The 
retropubic drain is removed 48 hours later. 

Intravenous Therapy.—Every patient is given a blood 
transfusion during the operation, blood being replaced 
as it is lost rather than after it has been shed. The 
intravenous infusion is maintained with electrolyte 
solutions for about 48 hours after operation. This is 
the period when a copious diuresis is essential, but it is 
also a time when, in old unfit men, absorption from the 
intestine may be unpredictable and variable. The only 
way to be sure of an adequate urinary output in all 
cases is by the routine use of intravenous fluids. As 
soon as it is clear that the intestine is functioning 
normally the patient is encouraged to drink freely. 

Most patients are ready to leave hospital as soon as 
their skin sutures are removed on the seventh day, but 


> 




























A. sterile physiological saline solution; 
B, spring-clip; C, 100 ml. reservoir; 
D, 3-way glass connexion; E, urethral 
catheter; F, sterile cotton-wool plug; 


G, 40% formalin solution. 











none are discharged before the tenth day, in case 
secondary haemorrhage should occur. For old men a 
further week’s rest in hospital is often desirable. 


Post-operative Complications 

Reactionary haemorrhage from the prostatic bed in 
the first 48 hours after operation is not a very serious 
problem if the haemostatic sutures are carefully placed. 
However, it does occur at times, and frequent bladder 
irrigations may be necessary. The closed irrigation 
system enables these to be given easily and without 
danger of introducing infection. Most clots can be 
cleared from the catheter by “ milking” the rubber 
tubing, but, rarely, it is necessary to disconnect the 
catheter and aspirate the blood clot with a syringe. 
This is a most undesirable necessity, as by it the dangers 
of cross-infection are greatly increased. 

Secondary Haemorrhage.—Since urinary infection has 
been reduced to a minimum, secondary haemorrhage has 
been rare. Clot retention from this cause has occurred 
twice in the present series and the bladder has had to 
be evacuated under general anaesthesia through a 
resectoscope. The bladder neck is then inspected and 
the bleeding-points are coagulated (Dawson-Edwards, 
1956). 

Epididymo-orchitis has been as rare as secondary 
haemorrhage. If the bladder is seriously infected before 
operation the vasa are tied, but not otherwise. 


Obstruction in the prostatic bed as a late complication 
has occurred twice. In one patient it caused temporary 
dribbling of micturition, but this disappeared after a 
sound had been passed. In the second case a fibrous 
bar formed across the bladder neck and had to be cut 
down with a resectoscope six months after the first 
operation. 

Post-operative Incontinence.—In old men this may be 
troublesome for some weeks after the operation, but it 
has been permanent in only one case. The patient was 
a man of 61 with tertiary syphilis, fixed flexion 
deformities of both hips, and a very low mental capacity. 
He never regained full control over micturition and 
finally had to be transferred to a hospital for the 
chronic sick. 

Wound Infection—Minor degrees of infection have 
formed the most troublesome and most frequent com- 
plication of this series. In two cases it was more than 
merely a nuisance. The retropubic space became 
infected and one patient was in hospital for 110 days 
after his operation owing to a persistent discharge of 
pus from his wound. As soon as it becomes clear that 
pus has collected deep to the rectus muscles, the wound 
must be reopened in its whole length and a large drain 
inserted. This was done in the second case and the 
cavity healed in two weeks, the final union being sound. 


Pubic osteomyelitis has not been seen in this series. 


Suprapubic urinary leakage has been rare. It was 
associated with primary or secondary haemorrhage and 
clot retention of urine. The bladder must be adequately 
emptied and drained with a urethral catheter. Once 
this has been done the fistula closes very quickly. 

Terminal Urethral Stricture. — Some degree of 
narrowing in the urethra about 1 cm. proximal to the 
external urinary meatus has been noted in a few cases. 
This type of stricture has responded easily and without 
recurrence to the passage of a sound. 

Routine follow-up cystoscopy has shown that, with 


Fic. 3.—Apparatus used for post-operative bladder irrigation. this operation, it is about eight weeks before the 





626 Marcu 4, 1961 


PROSTATECTOMY 





BRITISH 
MEDICAL JOURNAL 





prostatic cavity is completely epithelized. Cystoscopy 
before this time shows deposits of fibrin, surface sloughs, 
and pieces of unabsorbed catgut in the area of the 
operation. It is surprising how these appearances are 
generally associated with the passage of a good, well- 
controlled stream of clear urine. 


Summary and Conclusions 


A series of 120 consecutive prostatectomies performed 
in two small non-teaching hospitals is described. Ogier 
Ward’s vesico-capsular operation has been used. There 
was no undue selection of cases, and the results are 
comparable with those which have prevailed in large 
centres for many years. 


Cardiovascular accidents are the most serious menace 
after prostatectomy, and this is probably the reason 
why the mortality rate rises steadily with the age of 
the patients. Acute retention of urine also raises the 
mortality rate, the reason probably being that the 
retention is often precipitated by some cardiovascular 
or other complaint. Where acute retention has occurred 
preliminary bladder drainage with an indwelling urethral 


catheter is maintained until the patient is fit for 
operation. If necessary, it may be continued for many 
months. 


In the absence of obvious systemic disease the 
patient’s mental state is the most important single factor 
in the assessment of the operative risk. Old men with 
senile cerebral degeneration are very poor risks, while 
the patient whose mind is clear will probably survive 
prostatectomy whatever his age. 


About 90% of patients who need prostatectomy can 
be operated upon with safety. There is a hard core 
of a little under 10% (represented in this series by a 
preoperative rejection rate of 3% and a mortality rate 
of 4%) which constitutes a very serious problem not yet 
satisfactorily solved. 


Low spinal or epidural anaesthesia is thought to be 
the best form for the bad risk. 


The vesico-capsular operation is described. 


Post-operative management is described. It is based 
on a closed bladder-irrigation system. Every effort 
should be made to avoid cross-infection, which occurs 
very easily. 


Post-operative urinary infection has been reduced to 
a minimum, but wound infection was not uncommon 
and has been the most troublesome complication in the 
series. 


The prostatic cavity is not healed until about eight 
weeks after the operation, but good function has usually 
been achieved well before this time. 
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PANCREATIC LITHIASIS 
A FOLLOW-UP STUDY OF 17 CASES* 


BY 
R. MAHADEVAN, M.S., F.R.C.S., F.R.C.S.Ed. 


Formerly Professor of Surgery, Madras Medical College ; 
Surgeon, General Hospital, Munnar, South India 


A follow-up study of 17 cases of pancreatic lithiasis 
showed that the calculi gradually disappeared after 
operations mainly directed towards relief of the severe 
pain characteristic of this condition. In some cases the 
pancreatic involvement was total, and it was thought 
that total pancreat- 
ectomy would ulti- 
mately become 


inevitable. Yet the 
hundreds of calci- 
fied areas in cal- 


careous pancreatitis 
and the numerous 
calculi in the ducts 
gradually but almost 
completely dis- 
appeared. 
Pancreatic lithia- 
sis, while not a 
common _ condition, 
is commoner than is 
generally thought. 
Many  cases- are 
missed because a 
plain radiograph is 
not taken routinely F'9. 





1.—Case 4. Darien mea! radio- 


2 £ graph of patient with recurrent 
in cases of recurrent attacks of severe colicky abdominal 
abdominal pain. pain. 





Plain radiograph showing almost enure calciti- 
These were 


Fiv. 2.—Case 4. 
cation of pancreas with myriads of calcified areas. 

almost completely hidden by the barium. 
Barium-meal series alone may hide even large and 
multiple calculi (Figs. | and 2), or the calculus shadows 
may pass unrecognized in the confusion caused by the 
barium shadows. Eliason and Welty (1948), by 
subjecting pancreatic glands removed at necropsy to 
radiographic studies, showed that the incidence of 
calcification was | in 20. Calcification occurs in 
approximately half the cases of chronic pancreatitis 
(Allbritten and Pressly, 1950). 


*An Arasthu Memorial Lecture delivered at Hyderabad on 
August 30, 1959. 
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Of the 17 cases studied, 14 were calcareous pan- 
creatitis, and in three the stones were in the duct. 
Sixteen were in males. The main symptom was attacks 
of severe upper abdominal pain, radiating to the back 
and sometimes to either shoulder or scapula. Two 
patients threatened suicide because of unbearable pain. 
Some became drug addicts. Many were emaciated and 
anaemic at the time of admission. Some had mild 
icterus. None was associated with cholecystitis or gall- 
stones. Sometimes calcareous pancreatitis may be an 
accidental finding, and the patient may have no 
symptoms referable to it. Further, as much as 90% 
of the gland may be involved without giving rise to 
symptoms if the body and tail only are affected, while 
a small lesion near the head obstructing the flow of 
secretion may cause early and severe symptoms 
(Allbritten and Pressly, 1950). 

Pancreatic calculi near the head or tail may resemble 
renal stones, and those near the head may mimic gall- 
stones. A point worth noting, to which, so far as I am 
aware, attention has not hitherto been drawn, is that 
in the lateral views of straight radiographs shadows of 
pancreatic calculi lie just in front of those of vertebral 
bodies, a fact not so well known as the fact that the 
shadows of renal stones overlap shadows of vertebral 
bodies, and those of gall-stones lie just behind the 
anterior abdominal wall. 

Palpation may reveal a mass due to a coexisting cyst, 
chronic pancreatitis, or growth. In this series five 
patients had associated pancreatic cysts. 


Treatment 


Medical Treatment of Acute Attack.—The analgesic 
most often recommended is pethidine. Morphine is 
said to cause spasm of the sphincter of Oddi, but some- 
times, when pethidine and other drugs failed, it gave 
the required relief (Case 4). Other drugs used are 
atropine and ephedrine to reduce pancreatic secretion 
and ganglion-blocking drugs (said to act by reducing 
vagal secretion). Sympathetic block or continuous 
epidural block may give great relief, sometimes for 
even days and weeks (Cases 3 and 4). Attention to 
nutrition and control of associated diabetes, if present, 
are important. Alcohol should be avoided, as it may 
precipitate an attack. 

Surgical Treatment When Calculi Are in Ducts.— 
The duct is incised and the calculi are removed. If there 
is associated gross infection the duct is drained by direct 
external drainage or through the bile passages (T-tube 
drainage). Calculi impacted in the ampulla require 
removal by the transduodenal route. In Case 6 several 
calculi were found not only in the main duct but also 
in its various ramifications. Some could be removed by 
incising the duct; others could not be removed, but 
prolonged external drainage was maintained for nine 
and a half months. The drainage tubes were removed 
when the attacks of pain ceased, despite several calculi 
being left behind. Later it was found that all the 
calculi except a solitary one in the head had completely 
disappeared (Fig. 7). 

Surgical Treatment of Calcareous Pancreatitis — 
This condition is more difficult to treat. Resection of 
the affected area may be the logical procedure, but this, 
especially when it involves the head or entire gland, is 
risky. Total resection has the serious disadvantage of 
permanent loss of pancreatic secretion. The effect of 
indirect operation should be tried first. Sphincterotomy 


is not very successful, though some have claimed good 
results after it. It is necessary if the calculi are impacted 
in the ampulla. 


Diversion of Biliary Flow 

Diversion of the biliary flow sometimes gives excellent 
results. It consists of some form of biliary—intestinal 
anastomosis like cholecystojejunostomy or choledocho- 
jejunostomy. In Cases | and 2, where cholecysto- 
jejunostomy was performed for calcareous pancreatitis, 
the patients were completely free from symptoms 14 
and 11 years after operation. But the method failed 
in some cases, and various additional procedures like 
splanchnicectomy and sympathectomy were required 
later. In two such cases (Nos. 3 and 4) the calculi 
almost completely disappeared after these procedures. 

Case 1.—A man of 30 was admitted on June 21, 1945, 
with a history of recurrent attacks of abdominal pain, 
agonizing on occasions, for 18 months. A mass was palpable 
in the right hypochondriac and epigastric regions. He had 
a mild icterus. Urine showed a trace of sugar. X-ray 
examination: Entire pancreas calcareous; barium-meal- 
filling defect of pyloric area and stretched out C curve of 
the duodenum. Operation on July 9 showed a hard, nodular, 
and calcified pancreas. A large multilocular cyst in the , 
head was pushing the duodenum forwards. The stomach and 
duodenum were dilated. The cyst was tapped in four 
different places and about 15 oz. (425 ml.) of thick, glairy 
fluid drawn. There were no calculi in the duct. Because 
of the jaundice and the likelihood of an increasing accumu- 
lation in the cyst causing bile-duct obstruction, cholecysto- 
jejunostomy was performed, utilizing a loop of jejunum 
16 in. (40 cm.) below the duodeno-jejunal flexure. The pain 
disappeared and the patient has been comfortable for 
14 years. 

Case 2.—A woman of 20 was admitted on May 7, 1948, 
for attacks of pain in right hypochondrium, epigastrium, and 
back of 15 years’ duration, occurring almost daily in the 
last two years. X-rays revealed calcareous pancreatitis, 
Laparotomy showed the entire pancreas to be hard and 
nodular; no stones in the duct. The caudal portion of 
the duct was wider than the cephalic. A No. 6 catheter was 
passed towards the head and a No. 8 towards the tail, and 
these were stitched in place. The incision in the duct was 
sutured around them and this area reinforced with omentum. 
The catheters were brought out through the left loin. A 
hard mass was felt near the ampulla. Duodenotomy showed 
no stones in the ampulla. Cholecystojejunostomy was per- 
formed, Morison’s pouch was drained for 48 hours, and the 
tubes draining the pancreas were removed on the eleventh 
day. The patient was last seen in August, 1959, when she 
had been free from symptoms for 11 years. 


Nerve Resection 

Various forms of nerve reaction have been success- 
fully adopted for the relief of the pain. As the nerve 
supply to the pancreas is still doubtful, diverse pro- 
cedures have been suggested—unilateral (right or left) 
or bilateral thoraco-lumbar sympathectomy. The 
segments recommended to be resected have varied from 
D3 to L2 to as few as D8 to L1. Others have 
resected only the nerves passing through the pancreas 
from the coeliac ganglion. A study of the literature 
suggests that the best method to adopt is that if the 
pain is mainly on one side the operation should be 
performed on that side, and if bilateral on both sides. 
A sympathetic block beforehand may help in deciding. 
In one case where cholecystojejunostomy failed, left- 
sided nerve resection gave relief only on that side; so 
right-sided resection was also performed and the patient 
became free from pain (Case 3). The minimal operation 
found to provide total analgesia of the pancreas, and 
the one proposed as most suitable, is bilateral resection 
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of ganglionated chains from D11 to L1 and of the 
lowest 8 cm. of the greater splanchnic nerves. Unilateral 
sympathectomy alone may sometimes succeed (Ray and 
Console, 1949). 


In two cases (Nos. 3 and 4) where cholecysto- 
jejunostomy failed to give relief, thoraco-lumbar 
sympathectomy succeeded. Serial radiographs in both 
cases showed a progressive decrease in the number 
and size of the calculi. 


Case 3.—A boy aged 12 was admitted on October 23, 
1952, with a history of recurrent attacks of colicky abdominal 
pain for seven years. He had had mumps at 8, measles at 9, 
and attacks of dysentery off and on. X-ray examination showed 
calcareous pancreatitis, confirmed at operation on October 31. 
There were no stones in the duct, which was drained by a 
self-retaining catheter. As an induration was felt near the 
head, sphincterotomy was performed. The operation was 
completed by cholecystojejunostomy, and the catheter 
removed on the sixth day. Pain recurred after a year. On 
October 18, 1954, resection of the left dorsilumbar sympa- 
thetic trunk and left greater and lesser splanchnic nerves 
was performed. This resulted in relief of pain in the left 
side only. The attacks of pain on the right side persisted. 
On July 25, 1955, right-sided nerve resection was performed. 
He is now free from pain, has put on weight ; radiographs 
showed a progressive almost complete disappearance of 
calcification. 





Fic. 3.—Case 4. Plain radiograph taken on August 4, 1953, 


showing extensive calcareous pancreatitis involving the entire 
pancreas. 





EB are. 7 
Fic. 4.—Case 4. Radiograph taken in 1956, showing disappear- 
ance of majority of the calculi. 





Case 4.—A man aged 21 was admitted on August 1, 1953, 
with a history of recurrent attacks of severe right hypo- 
chondriac pain for nine years. He became an addict to 
toddy and cannabis indica. He was very ill-nourished. 
During attacks he used to feel a lump in the right hypo- 
chondrium. While in hospital, morphine was the most 
effective pain-killing drug; pethidine was not so effective. 


’ Laparotomy showed that the entire pancreas was the seat 


A cyst 5 cm. in diameter was found 
in the head of the pancreas. On aspiration, 4 oz. (114 ml.) 
of slightly bile-stained fluid was withdrawn. The cyst was 
then opened and drained externally, and cholecystojejunos- 
tomy performed. Pain recurred after six weeks. Bilateral 
paravertebral block gave immediate relief, which lasted for 
a fairly long time. However, the pain recurred early in 
1956. A bilateral thoraco-lumbar and splanchnic resection, 
done in two stages, prevented further attacks, and his 
general condition has greatly improved. Serial radiographs 
showed disappearance of the greater part of the calcified 
areas (Figs. 3 and 4). 

Whether absorption of the calcified areas was due to 
control of the infection after cholecystojejunostomy or 
to a revascularization of the pancreas after sympathec- 
tomy is not clear. Possibly both play a part. Such 
explanations cannot, however, be the entire answer to 
the problem, for in at least one patient nothing was 
done at operation apart from mobilization and inspec- 
tion of the pancreas, and yet the calcified masses entirely 
disappeared in three months (Mohan Rau, 1956). 

Vagotomy has sometimes been recommended on the 
principle that it lessens vagal secretion, but very few 
have adopted it. 


of calcareous deposits. 


Case 5——A weaver aged 25 was admitted on September 13. 
1954, with recurrent attacks of pain in the left epigastric 
and lumbar regions of five years’ duration. A vague, diffuse 
intra-abdominal swelling in the epigastrium felt doughy and 
was immobile and dull to percussion. A radiograph showed 
calculi in the head of the pancreas. Barium-meal examina- 
tion revealed irregular filling in the pyloric region. A 
cholecystogram disclosed a normal gall-bladder. Laparo- 
tomy on October 13 showed calculi in the head. There was 
a hemispherical cyst about 4 in. (10 cm.) in diameter in the 
body. Tapping drew about 100 ml. of colourless, glairy fluid. 
The cyst was anastomosed to the stomach. The operation was 
completed by cholecystojejunostomy. The coeliac ganglion 
was exposed and the right great splanchnic nerve resected. 
The left one could not be located. The patient was comfort- 
able until November 5, when he developed epigastric pain, 
which he volunteered was entirely different from his previous 
pain. It was more like peptic-ulcer pain. 

Possibly this patient had a pyloric ulcer also, of which 
the radiographic appearances were suggestive, but it is 
difficult to be sure, as such appearances are not unknown 
in chronic pancreatitis itself. However, he has remained 
comfortable with medical treatment for peptic ulcer. 


Calculi Situated in the Pancreatic Duct 


There were three cases of calculi in the pancreatic 
duct. Case 6 is one in which the calculi were occupying 
every nook and cranny of the duct system. Some of 
these could be removed by incising the duct. As the rest, 
dispersed in rather inaccessible parts of the duct, could 
not be removed, free external drainage of the duct was 
established. The pain soon disappeared. The drainage 
tubes were removed after nine and a half months, 
though several calculi were still present. Some months 
later all these, except a solitary one in the head, dis- 
appeared (see Fig. 7). The patient has been free from 
symptoms ever since. 

Case 6.—A weaver aged 27 was admitted on October 16, 
1955, for recurrent attacks of pain in the epigastric and 
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umbilical region of five years’ duration. At operation the 
entire pancreas was found to be a calcareous mass, the head 
markedly enlarged. The duct was incised and 11 large 
calculi were removed. Others were in the branches, It was 
not easy to decide whether they were in the duct or in the 
glandular substance. Those in the duct slipped out easily 
on incision as out of a thin paper bag. External drainage 
was established (Figs. 5 and 6). The operation was com- 
pleted by cholecystojejunostomy. As the patient had no 
relief the abdomen was reopened on November 30 with the 
idea of sphincterotomy, but the ampulla could not be 
located. The duct was reopened and several more calculi 
were removed. Some of these were dislodged by manipula- 
tion with the finger through the duodenal opening and 
introducing Desjardins forceps into the pancreatic duct, 
but attempts at passing a catheter through the ampulla failed. 





Fia. 5.—Case 6. Radiograph showing two catheters draining the 
pancreatic duct. For further details see text. 





Fic. 6.—Case 6. One of the serial radiographs showing a few 
calculi in the tip of the draining Malecot’s catheter. For further 
details see text. 





Fic. 7.—Case 6. Plain radiograph taken in May, 1959—four 
years after the original operation. Note that only a solitary 
calculus remains. All the other calculi have disappeared. 





The duct was periodically washed. The patient discharged 
himself on April 24, 1956, with the drainage tubes still in 
place. He returned on July 7. A small amount of foul- 
smelling discharge was escaping from the catheter. 
Periodical irrigation was performed. The catheter was 
removed on August 8. The wound healed rapidly and he 
was discharged on August 23. He has been free from 
symptoms except for a small incisional hernia. When last 
seen (May 16, 1959) he was in good health. All the calculi 
had disappeared except for a solitary one in the head 
(Fig. 7). 

This happy result has possibly been brought about by 
the following process. Through the catheters draining 
the pancreatic duct, periodical wash-outs were per- 
formed. Gravel used to be present in the returns. In 
later stages it was possible to change the self-retaining 
catheters very much like changing a suprapubic catheter. 
When these catheters were changed some small calculi 
used to come away, lying in their lumen or stuck in the 
hollow of their tips (Fig. 6). The increased vascularity 
of the gland after handling at the two operations has 
probably played a part in the absorption of some of the 
calculi in the glandular substance. 


That infection can play a large part in the production 
of symptoms and calcification is borne out by the 
following case. 

Case 7—A boy aged 16, admitted in February, 1957, 
had severe attacks of colicky abdominal pain. The clinical 
features and radiographic appearances suggested calcareous 
pancreatitis. As he had unbearable pain a splanchnic block 
was given, and within 15 minutes the anaesthetist found 
him in a state of collapse. Cardiac arrest quickly followed. 
Cardiac massage resulted in recovery, but he died 24 hours 
later. A partial post-mortem examination was made. The 
ampulla was pin-point. On slitting it open the pancreatic 
duct was found very dilated and filled with pus. Calcareous 
nodules were felt in the head of the pancreas. 

Two other patients had calculi removed from the 
ducts. One developed cholaemia and died after a week. 
In the other an associated cyst was externally drained : 
a pancreatic fistula occurred and attempts at closing it 
failed. He died six months later. Details of this case 
have been given elsewhere (Mahadevan, 1947). 


Two patients who were not operated upon have been 
symptom-free for seven and for over four years respec- 
tively, though periodical radiographs showed persistence 
of the calculi. One has developed diabetes but is at 
full work as an engineer. The other, a boy of 16, came 
in an emaciated condition, but is symptom-free on 
medical treatment and his general condition has 
improved. 


Summary 


Various operations designed to give relief to the 
unbearable pain in pancreatic lithiasis not only relieved 
the pain but brought about quite unexpectedly complete 
absorption of the numerous calcified areas in two cases 
of calcareous pancreatitis and of the several calculi 
situated in the duct in one case. Control of infection by 
free drainage of the duct and the increased vascularity 
after sympathetic denervation of the pancreas seemed 
to have brought about this happy result. Mechanical 
wash-out of the pancreatic duct also seems ‘to have 
helped. 
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Muscular wasting is a prominent feature of rheumatoid 
arthritis. The exact reason for this has never been 
adequately explained. The idea that it is merely 
secondary to joint involvement or to disuse does not fit 
the facts, for the wasting may be out of proportion to 
the joint involvement, and may be found in muscles 
around joints that retain a full range of movement. 
Muscle pain and stiffness are prominent features of 
rheumatoid arthritis, and, indeed, it is well known that 
such symptoms may precede joint involvement by many 
years. 


Histological changes in the muscles have been 
described by several workers, but it is now agreed that 
these changes are non-specific and certainly not 
diagnostic of rheumatoid arthritis. Curtis and Pollard 
(1940) found perivascular infiltration of lymphocytes in 
the muscles; Steiner et al. (1946) performed muscle 
biopsies on seven cases of rheumaioid arthritis and 
found inflammatory lesions in every case, calling the 
lesion “nodular polymyositis.” These findings have 
been confirmed by other workers, and, if the results are 
analysed, positive biopsies occur in 40-100% of cases, 
depending on the series. While the histological changes 
of polymyositis with necrosis are distinct from the 
nodular polymyositis of rheumatoid arthritis, it must be 
remembered that Steiner et al. also demonstrated 
various stages of degeneration and atrophy to be present 
in rheumatoid muscle. 

Recently the concept of polymyositis has attracted 
attention, and, while muscle-wasting and pain are the 
prominent features of the condition, joint symptoms and 
signs are frequent and a rheumatoid type of polyarthritis 
may also be present (Richardson, 1957 ; Pearson, 1959). 
Polymyositis may be a primary condition, but it is 
usually secondary to such conditions as thyrotoxicosis, 
carcinoma, the collagen diseases, and _ cachectic 
conditions. The clinical picture, histology, and electro- 
diagnostic findings are similar no matter what the cause 
of the polymyositis. These patients present with 
proximal muscle weakness, wasting, and pain, with or 
without a rash. The electrodiagnostic changes are those 
of a combination of a primary muscle (myopathic) 
lesion showing a full interference pattern—small- 
amplitude broken-up short-duration polyphasic action 
potentials on the electromyograph—and those of a 
lower-motor-neurone lesion (denervation)—abnormal 
intensity-duration curves, and long-duration polyphasic 
potentials on the electromyogram. The myopathic 
element usually predominates, and motor-nerve- 
conduction times are normal, showing that the lesion 
is at the distal end of the axon. 


We decided to carry 
investigations in a_ large 


out _electrodiagnostic 


series of patients with 


rheumatoid arthritis to see if this method would throw 
any light on the cause of the muscular wasting, and 
if in fact it could be explained by the occurrence of a 
“rheumatoid polymyositis.” 


Method 


Patients attending the department of physical medicine 
of the London Hospital with a diagnosis of definite 
rheumatoid arthritis (Ropes et al., 1956) were examined 
in a special electrodiagnostic clinic. Their disease 
activity was assessed and graded according to the 
method of Duthie et al. (1955). None of these patients 
had any clinical evidence of a rheumatoid neuropathy, 
as shown by sensory loss or severe motor weakness 
(Hart and Golding, 1960; Steinberg, 1960) at the time 
of the investigation. The activity and range of move- 
ment of the neighbouring joint was noted, as was the 
degree of wasting and power of the selected muscle 
(power was graded 0-5). The steroid history of the 
patients was recorded. An agglutination test was 
performed in every case (sample lost in two). The 
muscles selected were the small muscles of the hand, 
the deltoid, biceps, and quadriceps. The muscles were 
chosen for one or more of the following reasons: 
(1) they were the site of wasting, (2) they were near 
affected joints, (3) proximal muscles are a characteristic 
site of polymyositis, and (4) muscle pain was present. 

Intensity-duration curves were plotted on the selected 
muscles, using an R.A.F. constant-voltage stimulator 
(Wynn Parry, 1953). The rheobase (intensity at 100 
m.sec.), the type of muscular contraction obtained, and 
the shape of the curve were all noted. Electromyo- 
graphy, using concentric needle electrodes, was then 
carried out on the same muscle, or muscles, using a 
GHS electronic double-beam electromyograph. Any 
spontaneous activity was first studied. The interference 
pattern on volition was then observed, and the type of 
unit was measured and classified as normal or 
polyphasic, the latter being subdivided into normal 
(5-9 m.sec. duration), long (10 m.sec. or over), or short 
duration (less than 5 m.sec.). The amplitude of the unit 
was also measured. Motor-nerve-conduction times 
were estimated in 10 cases. 


Results 


A total of 93 patients were examined and classified 
according to the above methods. The electromyograph 
was thought to be the most sensitive test, and 79 (85%) 
of these patients showed electromyographic evidence of 
polymyositis in one or more muscles. For the purpose 
of this paper the group of patients in whom evidence 
of polymyositis was found are called the “ positive” 
group, and those with a normal E.M.G. the “ negative ” 
group. The composition of the groups is shown in 
Table I, and, as can be seen, the two groups are 
comparable regarding age, disease duration, and sex 
ratio. In the negative group either the sheep-cell- 
agglutination test or the latex test was positive in nine 
and negative in five. In the positive group these tests 
were positive in 61, negative in 16, and the test was 


TaBLE I.—Composition of the Groups 








E.M.G. E.M.G 
Positive Negative Total 
No. of patients .. om 79 14 93 
Male os 6 25 a 29 
Female eu oe 54 10 64 
Average age (years) ba 53-8 54-8 54 
Disease duration (years) .. 8-4 9-6 8-7 
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not performed in two of the cases (Table II). It seems 
that the agglutination tests are positive more frequently 
in the cases with polymyositis. The occurrence of 
polymyositis bore no constant relationship to the activity 
of the neighbouring joints or to the range of movement. 
In the positive group, 39% of the neighbouring joints 
were not active, and in the negative group nine of the 
joints were active (50%). 


Relationship of Intensity Duration Curve to E.M.G. 
Findings.—Negative Group: 18 muscles were tested in 
14 patients. In 16 muscles the rheobases and curves 
were completely normal, but in two the curves showed 
a slight kink with normal rheobases. In both cases the 
muscles were weak (power 3, different patients) and the 
joints were affected. Positive Group: 100 muscles 
showed E.M.G. evidence of polymyositis. The curves 
showed partial denervation in 37, of which 10 had high 
rheobases. The curves were normal in 63, of which 21 
had high rheobases. The rheobase was regarded as high 
if above 50 volts in the deltoid or biceps muscles, and 
60 volts in the quadriceps or small muscles of the hand. 
These values are conservative (Wynn Parry, 1953). It 
would appear that just over one-third of the E.M.G.- 
positive group show abnormal curves, and, in addition, 
a large number show high rheobases. 


Quality of Response.—Of the negative cases, only one 
muscle showed a brisk-sluggish response with a normal 
curve. All the other muscles showed a normal brisk 
response, including the two partially denervated muscles. 
The quality of the response was analysed in the 100 
muscles of the patients showing changes of polymyositis. 
When the curve showed partial denervation 22 muscles 
showed a brisk response, 12 a brisk-sluggish response, 
and only 3 a definitely sluggish response. Of those with 
a normal curve 52 showed a brisk response and 11 a 
brisk-sluggish response. The quality of the response is 
not merely difficult to assess, but it is of no help (Wynn 
Parry, 1953). 


Wasting and Weakness.—In the E.M.G.-positive cases, 
81 of the muscles were graded as weak (power 3+ or 
less) and 19 showed normal power. In the E.M.G.- 
negative group 10 of the muscles were considered to be 
weak and 8 had normal power. 80 (80%) of the muscles 
in the E.M.G.-positive group were wasted, and in 60 
of these the wasting was considered to be moderate or 
severe. There was no constant relationship between the 
degree of wasting and the weakness. In the E.M.G.- 
negative group six of the muscles were not wasted and 
12 were. 

Muscles Examined.—In the E.M.G.-positive group 
these changes were found in the following muscles: 
deltoid (50), biceps brachii (6), first dorsal interosseus 
(12), abductor pollicis brevis (10), and quadriceps (22). 
15 other muscles in the E.M.G.-positive group showed 
no evidence of polymyositis ; six of these were small 
muscles of the hands and the others were proximal 
muscles. In the negative group six of the muscles were 
the muscles of the hand; the others were proximal 
muscles. Thus 100 out of 133 muscles showed evidence 
of polymyositis. 

Conduction Times.—Motor-nerve-conduction times 
were estimated in 10 of the E.M.G.-positive cases. This 
was normal in every case. 


Relationship to Steroids —Negative Group: 12 of 
the patients were not and never had been on steroids ; 
only 2 had. Both of these patients had been on 
prednisolone, 10 mg. daily, for over one year. 


Polymyositis Group; Of the 79 patients with E.M.G. 
findings of polymyositis, 63 were not on steroids, and 
these agents had never been employed. In 15, A.C.T.H. 
or one of the steroids was currently being given at the 
time of examination, and, in one, prednisone had been 
discontinued 18 months previously. The steroid history 
of these patients is summarized in Table III. In only 


TABLE II.—Clinical Details of the Groups 


















































Steroids 
Steroids No Steroids | Total 
E.M.G. negative aa) 2 12 | 14 
»» Positive .. ae 16* 63 79 
* 1 stopped 16 months previously. _ at 
Disease Activity 
Grade 1 Grade2 | Grade | 
Very Moderately 3 | Total 
Active Active | Inactive | 
E.M.G. negative .. 0 11 3 14 
»» positive .. 19 56 | 4 719 
Joint Activity 
Active | Not Active Total 
E.M.G. negative ee 9 9 18 
»» positive .. oe 61 39 100 
Agglutination Tests 
Test Positive | Test Negative | Total 
E.M.G. negative je 9 5 14 
» positive .. - | 61 16 77* 








* Test not performed in two cases. 


TaB_e III.—Details of the 16 Steroid-treated Patients 




















| 
Name Sex Steroid Dose | Duration | Currently 

M. M... F | Prednisone 10 mg. daily 2 years Yes 
* M fai 10 ,, Bm 18 months No* 
> F Dexamethasone | 2 ,, at a Yes 
M.M... F | Triamcinolone So tes. 7 days js 
D. HE. .. M | A.C.T.H. gel. 30 unitsdaily | 3 months a 
4 = F ee aie 4 years a 
| a M a @ ww 7 days eee 
K. W. .. F | Prednisone 10 mg. daily 4 months ee 
2 ea M “a 15 mg. 24 years i. 
Cec .. M | A.C.T.H. gel. 40unitsdaily | 5 days ae 
= oe F | Prednisone 10 mg. daily 5 months on 
N. Evans Ld » o» 5s 1 year * 
> +s F A.C.T.H. 40unitsdaily| 2 weeks 

> F | Prednisone 15 mg. daily | 7 months wn 
A. G. . M ‘a 10 ,, es = @ a 
W.F...| M “ he «ea rs 








* Discontinued 18 months previously. : 


one patient had triamcinolone been employed, and then 
only for seven days. It was therefore unlikely to be 
responsible for the findings. There is thus no 
relationship between the finding of polymyositis and the 
use of steroids. 

Relationship to Disease Activity—The patients were 
classified into three grades of disease activity according 
to the method of Duthie et al. (1955). The relationship 
of the disease activity to the E.M.G. findings is shown 
in Table II. It can be seen that not one of the negative 
group was in grade I, but 19 of the positive were ; 11 of 
the negative and 56 of the positive were in grade 2; 3 
of the negative and 4 of the positive wefe in grade 3. 
There is thus some relationship between disease activity 
and E.M.G. findings, although the findings, if positive, 
did not vary significantly in the different grades. 


Discussion 
Characteristic E.M.G. changes of polymyositis were 
found in 79 of the 93 patients examined. If other 
muscles had also been examined in the negative group 
the figure for the positive group might have been even 
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higher, for in the positive group the changes were not 
always found in all the muscles examined. These 
findings confirm the work of Graudal and Hvid (1959), 
who found changes of polymyositis in 60% of 31 
rheumatoid patients, not all of whom were regarded as 
typical. They detected these changes only in the first 
dorsal interosseus muscle. In 17 other patients they 
examined 19 other muscles and found no such changes. 
In six of these muscles, however, an insufficient number 
of measurable potentials were registered. In the present 
series the changes of polymyositis were often found in 
the proximal muscles. Amick (1960), who studied 25 
rheumatoid patients with wasting of the intrinsic muscles 
of the hand, found no electrodiagnostic abnormality to 
account for the wasting. He equated the atrophy with 
disuse. As he states, a disuse atrophy shows normal 
electrodiagnostic findings. The E.M.G. changes in this 
series could not, therefore, be due to wasting, and indeed 
there was no such relationship—several muscles with 
wasting showing a normal E.M.G., and several without 
wasting showing changes of polymyositis. A mixed 
group of patients with wasting of limb muscles due to 
osteoarthritis of hips and knees and post-operative 
atrophy were examined electrodiagnostically. All 
showed a normal E.M.G. 

Mueller and Mead (1952) performed E.M.G.s on 
25 patients with rheumatoid arthritis and found 
disorganization of the pattern and potentials of low 
height. Some of the potentials were neurogenic, but 
were also of low amplitude. There was no spontaneous 
activity. Morrison et al. (1947) in their series found 
normal units on volition but spontaneous activity in 
50% of 34 rheumatoid patients. They concluded that 
the neuromuscular system was directly involved, and 
this could explain the muscular wasting. Spontaneous 
activity was observed in 18 of the patients in the series 
of Graudal and Hvid (1959). Wramner (1950) also 
detected spontaneous activity in 38 out of 50 rheumatoid 
patients that he examined. Newman et al. (1953) found 
no such activity. Spontaneous activity was not detected 
in the present series except in two cases where fibrillation 
was found in the abductor pollicis brevis attributable to 
the carpal-tunnel syndrome, due to compression by a 
rheumatoid bursitis. It is clear that there is little agree- 
ment between the various series regarding the presence 
of spontaneous activity and the type of units present 
Only Amick (1960) has found a completely normal 
E.M.G. The intensity-duration curves that he plotted 
were normal, whereas several in this series showed 
evidence of partial denervation. Harris (1950) found 
changes in the curves characteristic of partial denerva- 


tion in 25% of atrophied muscles in rheumatoid 
arthritics. 
That electromyographic changes occur in the 


proximal muscles is supported by the work of Horwitz 
(1949), who found evidence of nodular polymyositis in 
40% of biopsies of deltoid muscle in rheumatoid 
arthritics. The fact that joint activity bore no constant 
relationship to the presence of E.M.G. evidence of 
polymyositis is again supported by biopsy work. 
Desmarais ef al. (1948) found that histological changes 
bore no relation to wasting of the muscle, to the nearness 
of affected joints, or to the activity of the disease. It 
did bear some relationship to the duration of the disease. 
In the present series there appeared to be a definite 
relationship of positive findings with disease activity, 
for, although these changes could be found in inactive 
cases, this was rare (Table ID. 


Only a few of the patients in the positive group were 
on steroids, and only one of these was on triamcinolone 
for a few days. Thus steroids could not have been 
responsible for the changes causing a steroid myopathy 
(Williams, 1959). 

Despite Amick’s negative findings, we feel convinced 
by the unequivocal electrical changes of polymyositis in 
so high a proportion of our patients, and in other series 
reported, that this meuromuscular abnormality is 
common in rheumatoid arthritics and is yet one more 
systemic manifestation of the disease. 

It is well known that proximal muscular weakness 
and wasting with the same E.M.G. changes occur in 
systemic lupus erythematosus, dermatomyositis, poly- 
arteritis nodosa, and scleroderma, and it is not really 
surprising to find the same changes in rheumatoid 
arthritis, particularly as rheumatoid arthritis can merge 
imperceptibly into any of these collagen disorders. 
Whatever causes rheumatoid arthritis attacks the distal 
end of the axon and the muscle fibre—a region especially 
vulnerable to disease, as shown by the same characteristic 
changes in carcinoma and thyrotoxicosis as well as the 
collagen disorders. 


Summary and Conclusions 


Electromyograms and intensity-duration curves were 
performed on 93 patients with “ definite” rheumatoid 
arthritis. 

Electromyographic evidence of polymyositis 
found in 79 patients. 

Intensity-duration curves showed partial denervation 
in 37 of the muscles showing polymyositis and in 2 
muscles with a normal E.M.G. 

These changes bore no constant relationship to 
wasting and weakness of the muscles and activity of the 
neighbouring joints. 

Steroid therapy was not responsible for these changes. 
There was some relationship between disease activity 
and these findings. 

It is concluded that electromyographic changes of 
polymyositis are common in rheumatoid arthritis, and 
this confirms biopsy work that muscles are frequently 
affected. 


We thank Dr. W. S. Tegtier and Dr. R. M. Mason for 
allowing us to examine and investigate their patients. We 
are grateful to the Director-General Medical Services, Royal 
Air Force, for permission to publish. 
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ANGELA I. TAYLOR, B.Sc. 


Department of Morbid Anatomy, the Hospital for 
Sick Children, Great Ormond Street, London 


A number of surveys have been made of the incidence 
of Klinefelter’s syndrome in various populations, 
mostly among mentally defective children or adults. 
As a result of these and of the study by Pasqualini et al. 
(1957), the belief has arisen that the incidence of the 
abnormality is higher among mentally defective than 
among normal males (although tests of nuclear sex 
were not made in every case in Pasqualini’s study). 
The present survey was made to establish the incidence 
of chromatin-positive patterns among educationally 
subnormal boys in London, and to obtain a number 
of children with this condition for a longitudinal study 
of their growth and development. 


Material 


Through the generous co-operation of Dr. J. A. Scott 
and Dr. D. Pirrie, of the London County Council, and 
the head teachers and parents of the children concerned, 
we were able to survey the entire population of 1,928 
boys in the L.C.C. day schools for educationally sub- 
normal (E.S.N.) children. Oral smears were taken from 
1,556 of the boys, representing 81% of the total popula- 
tion. The remainder had refused examination or were 
absent from school at the time of examination. The I.Q. 
and age range of the sample are analysed in Table I. 


TABLE I.—Analysis of Sample Studied 




















Method 


Duplicate smears were made from oral mucosal 
scrapings on each child. Fresh smears were taken from 
each of the boys whose initial slides were chromatin- 
positive ; the microscopical diagnosis was confirmed in 
every case. Blood films were taken from each of the 
chromatin-positive cases and were examined by 
Professor W. M. Davidson, of King’s College Hospital. 
The chromatin-positive cases were examined clinically 
and true hemaphroditism was excluded in all cases. 
Several staining methods were tried; the Feulgen pro- 
cedure was found to be the most satisfactory, and was 
used throughout with Davidson’s fixative and with light 
green as counterstain. Seventy normal adults (35 females 
and 35 males) were studied as a preliminary control 
sample, and all were identified correctly by both of us. 
At least 50 suitable nuclei on each smear were examined 
for the presence of a chromatin body. In view of the 
occurrence of other heterochromatic material in the 
nucleus, especially that often associated with the 
nucleolus, we have accepted as positive only those 
nuclei with a chromatin body at the nuclear membrane. 
In the male controls the proportion of positive nuclei 
ranged from 0 to 6%, with a mean value of 0.8%. 
The proportion of positive nuclei in the female controls 
ranged from 32 to 76%, with a mean of 48.7%. 


One of us (A. I. T.) examined all 1,556 smears from the 
E.S.N. boys under the high-power objective. The other 
(W. J. 1.) examined, under oil-immersion, a series of 450 
of these smears throughout which all the chromatin- 
positive slides were dispersed in random order. Although 
the number of chromatin-positive slides present was 
unknown to the examiner, all were identified and no 
additional ones were found. As rigid criteria were 
observed, and duplicate slides stained in cases of inade- 
quate smears and poor staining, we feel confident that no 
chromatin-positive cases were missed among the slides 
examined. A close watch was kept throughout for cells 
with double chromatin bodies, in view of the cases 
described by Barr et al. (1959) and Ferguson-Smith eft al. 
(1960). 


Results 
Among the 1,556 boys studied, seven were found to 
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seen, but in no case represented more than 2% of the 
chromatin-positive nuclei. Oral smears were taken from 
all parents and sibs of the chromatin-positive subjects, 
with the exception of Case 2, Case 7 (whose father had 
died), and one male sib of Case 6. All were consistent 
with the phenotype. Ishihara tests of colour-vision on 
the chromatin-positive subjects were all normal. The 
ages of these boys with their I.Q.s and family histories 
are given in Table II. 


Discussion 


Family Background.—The age of the parents is given 
to augment the scanty data on the relation between age 
and non-disjunction in man. It will be seen that non- 
disjunction occurred both in the immature (Case 2) and 
in the ageing (Cases 3 and 7) gonad. The absence of 
any significant abnormality in the sibs of the cases (with 
the possible exception of the only male sib who refused 
examination and who was said by his parents to have 
small testes and excessively long arms and legs requiring 
special tailor-made trousers) is in contrast to the study 
of Mosier et al. (1960) with twinning and mongolism 
in the sibs of 2 of his 10 chromatin-positive cases, and 
of Ferguson-Smith’s (1958) study with twinning in the 
families of three of his four cases. 


Comparison of Surveys 

In Table III we have reviewed and analysed the results 
of comparable surveys in this field. The surveys are 
grouped according to the 1.Q. range of the sample 
surveyed. Standard errors of incidence and 95% con- 
fidence intervals have been worked out wherever possible 
to facilitate comparison of results. We are greatly 
indebted to Professor M. L. Barr, University of Western 
Ontario, London, Canada: Dr. M. A. Ferguson-Smith, 
Johns Hopkins Hospital, Baltimore, Maryland, U.S.A. ; 
and Dr. J. G. Cornwell, Yale University School of 
Medicine, New Haven. Connecticut, U.S.A., for allowing 
us to report the preliminary results of their unpublished 
work, 


In comparing these different surveys we were 
interested in the following questions: (1) The frequency 
of chromatin-positive patterns at different levels of 
intelligence: (a) Do these chromatin-positive cases 
concentrate in a particular range of intelligence ? 
(b) Is there a steady gradient of increasing incidence 
with either increasing or decreasing intelligence ? 
(2) Geographical differences in incidence which might 
throw light on the causes of chromosomal aberration. 

In comparing the survey figures we have used the 
chi-square and binomial probability difference techniques, 


together with a simple comparison of confidence 
intervals where possible. These comparisons have 
shown: 


1. No significant difference in the incidence of approxi- 
mately 0.3 to 1.5% of chromatin-positive patterns in the 
three large surveys in the predominantly under 50 I.Q. range 
(Table Ill, Panel 4). 

2. In the surveys in the predominantly over 50 1.Q. range 
(Table 111, Panel 3) our survey is the only one in which 
the incidence is significantly lower than that of Ferguson- 
Smith at the 5% level and of Prader at the 1% level. The 


frequency of chromatin-positive patterns in this range is 
approximately 0.5 to 2.5%. 

3. With the exception of the survey of Prader ef al. 
(1958) there is no significant difference in the incidence of 
chromatin-positive patterns in the surveys in the over 50 1.Q. 


TABLE IIIl.—Incidence of Chromatin-positive Nuclear Patterns in Males at Different Intelligence Levels 
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range as compared with those in the under 50 L.Q. range. 
The incidence of single-body chromatin-positive patterns in 
Prader’s sample is significantly higher (5% level) than in all 
three surveys in the under 50 LQ. range. However, the 
incidence in Prader’s group does not differ significantly from 
that in Ferguson-Smith’s sample when the two cases of 
XXXY syndrome are included in the comparison, or from 
Barr’s sample when the nuclear-positive case, not Kline- 
felter’s syndrome (Barr, 1959, Case 3), is included. 

4. There is no significant difference between the number 
of cases in the 20-29, 30-49, and 50-69 intelligence levels 
in Mosier’s sample, and in the 50-60 and 70-90 levels in the 
L.C.C. sample. The incidence in the under 20 1.Q. level in 
Mosier’s sample is significantly lower than that in the over 
50 1.Q. level. 

5. The incidence of 0.26% in Moore’s (1959) sample 
differs significantly only from that of Ferguson-Smith (1959) 
and of Prader et al. (1958) in all the surveys on groups of 
subnormal intelligence. 

From these results we can conclude that the incidence 
of single-bodied chromatin-positive patterns in males 
does not increase as the intelligence level of the group 
surveyed falls. The only evidence that the incidence of 
these cases is highest in the upper levels of subnormal 
intelligence is the significantly higher incidence in 
Prader’s sample (I.Q. 75-95) as compared with those 
in the under 50 I.Q. range. This may, however, be due 
to a greater absolute incidence of the condition among 
males in Zurich. Further surveys are needed among 
boys in the upper levels of subnormal and low normal 
intelligence before this fact is established. 


The present survey is conspicuous for its difference 
from that of Ferguson-Smith (1959) and that of Prader 
et al. (1958) in the over 50 I.Q. range. Both the London 
and the Glasgow surveys may be regarded as repre- 
sentative of an entire population of comparable I.Q. 
range. There are several possible explanations for this 
difference. (a) Only 43% of the London sample belong 
to the over 70 1.Q. range. It may be that cases of 
Klinefelter’s syndrome in London tend to concentrate 
in the lowest streams of the normal primary and 
secondary modern schools. (b) A result which might 
be expected statistically on the basis of the fact that if 
20 comparisons are made there is a 5% chance of one 
of them being outside the 2-S.D.-from-mean range. 
(c) An overall reduction in the incidence of chromatin- 
positive pattern in males in London reflecting a 
diminished tendency to chromosomal aberration in this 
area. 

Moore’s (1959) survey provides interesting informa- 
tion on the incidence of chromatin-positive males in the 
general population in Canada, and Prader et al. have 
found no cases in their small sample of highly intelligent 
Swiss boys. Ferguson-Smith has had experience of a 
number of adult chromatin-positive subjects who are 
distinctly above average in intelligence. Further surveys 
on groups from known normal intelligence range, and 
intelligence studies on chromatin-positive cases diagnosed 
in male-fertility clinics and their families, would be 
valuable not only in the prognosis of a condition that 
can now be diagnosed early and with relative ease, but 
also to provide evidence of the extent to which the brain 
can develop and function normally in the presence of 
an abnormal sex-chromosome complement. 


Summary 
A survey of 1,556 of a total of 1,928 boys (1.Q. of the 
majority, 50-90) attending schools for educationally sub- 
normal children in the London County Council area 


revealed seven with single-bodied chromatin-positive 
nuclear patterns and presumed Klinefelter’s syndrome 
(true hermaphroditism excluded by clinical examination). 
This is an incidence of 0.45%, S.E. 0.17, with 95% 
confidence limits 0.11 to 0.79%. 

This figure is significantly lower than those found in 
Ferguson-Smith’s survey (1.2%) and in Prader’s survey 
(2.4%) on educationally subnormal boys with 1I.Q.s over 
50. A comparison of surveys on boys with minor and 
major mental defect revealed no statistically significant 
difference between the incidence of these cases in surveys 
of the over 50 1.Q. range as compared with surveys of 
the under 50 I1.Q. range, with the exception of Prader’s 
survey. Pradeér’s incidence of cases in the 75-95 1.Q. 
range is significantly higher than in the three chief 
surveys of the under 50 I.Q. range. The only study of 
newborns (which would sample all I.Q.s in their pro- 
portionate incidence in the population) is Moore’s, with 
an incidence of chromatin-positive patterns of 0.26%. 
This is significantly lower than only those of Ferguson- 
Smith (1959) and of Prader et al. (1958) in males of 
subnormal intelligence. 

Further surveys are required if the impression that 
cases of chromatin-positive Klinefelter’s syndrome have 
their highest incidence in the borderline or low-normal- 
intelligence range is to be sustained. Intelligence studies 
on a larger number of chromatin-positive cases and their 
families are needed to provide evidence on the extent 
to which the brain can develop and function normally 
in the presence of an abnormal sex-chromosome 
complement. 


We thank Dr. J. M. Tanner, who originally suggested that 
this survey should be undertaken, for his invaluable criticism 
and advice; Dr. Martin Bodian for generously allowing us 
the facilities of the Morbid Anatomy Department: Dr. J. A. 


- Scott and Dr. D. Pirrie. of the Public Health Department 


of the London County Council, for their invaluable 
co-operation and assistance in organizing the survey: the 
heads and teachers of all the schools upon whose generous 
co-operation the smooth running of the survey depended ; 
Professor W. M. Davidson, of King’s College Hospital. for 
kindly doing the leucocyte sexing; Dr. Barbara Ockenden 
for her helpful advice and her valuable bibliography ; 
Dr. Cedric Carter ; Mr. R. H. Whitehouse ; Professor M. L. 
Barr, Dr. M. A. Ferguson-Smith. and Dr. J. G. Cornwell 
for allowing us to publish results of their recent work ; and 
Mrs. Daphne Harris for statistical advice. 
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CHRONIC PULMONARY TUBERCULOSIS 


TREATMENT WITH ETHIONAMIDE COMBINED 
WITH CYCLOSERINE OR OXYTETRACYCLINE 


BY 


G. B. MARSHALL CLARKE, M.B., Ch.B. 
D.P.H., D.P.A. 
Consultant Chest Physician, Knightswood Hospital, 
Glasgow 


AND 


A. J. O’HEA, M.D. 
Consultant Bacteriologist, Robroyston Hospital, Glasgow 


Chemotherapy for the patient suffering from chronic 
active pulmonary tuberculosis whose tubercle bacilli 
have become resistant to the three standard drugs— 
streptomycin, P.A.S., and isoniazid—is a major problem. 
When these drugs are no longer effective it is extremely 
difficult to achieve sputum conversion. This communi- 
cation reports sputum conversion in 6 out of 12 patients 


TaBLe I.—Sputum Culture Results During Treatment with 
Ethionamide 
YEARS 
ON ACTIVE 
CASE ADDITIONAL T. B. WEEKS OF 
No DRUG REGISTER ETHIONAMIDE TREATMENT 
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treated with ethionamide (ethyl-2-isothionicotinamide ; 
1314TH; “trescatyl”), a new antituberculous drug 
which gave promising results in trials described by 
Brouet eft al. (1959). All of these patients had gross 
lesions, most of them cavitary, and their tubercle bacilli 
had become resistant to streptomycin and isoniazid and 
in almost every case to P.A.S. They had already had 
prolonged chemotherapy, but, as can be seen from 
Table I, had remained open cases during the past three 
years or longer. 

All 12 patients received 250 mg. of ethionamide four 
times daily except for the first week, when, in order to 
avoid intolerance to the drug, the dose was restricted 
to 250 mg. twice daily. Five of the 12 patients were 
given, in addition, 250 mg. of cycloserine four times 
daily, and here also the dose was restricted to 250 mg. 
twice daily in the first week. Instead of cycloserine the 
remaining seven patients were given 250 mg. of oxytetra- 
cycline four times daily. Progress in these patients was 
assessed by frequent clinical and radiological review. 
Sputum was examined for tubercle bacilli by microscopy 


and culture: in all positive cultures the relevant sensi- 
tivity tests were made. The following special investiga- 
tions were included so that possible toxic effects of the 
therapy would be recognized at an early stage: E.S.R., 
white-cell count (total and differential), haemoglobin, 
alkaline phosphatase, thymol turbidity, serum bilirubin, 
blood urea, urine albumin, and urine sugar. All the 
laboratory examinations were carried out weekly for 
the first three months, and monthly thereafter. 


Results 


Four of the five patients in the cycloserine group 
achieved sputum conversion. The remaining patient 
(Case 1) after initial clinical, radiological, and bacterio- 
logical improvement deteriorated from the ninth week. 
At this point her organisms became resistant to 
ethionamide (ratio 4:1). It is to be noted that this 
patient was pregnant. Although prior to the start of 
therapy she did not complain of morning sickness, once 
started on the treatment she quickly developed nausea 
and vomiting to such a degree as to prevent regular and 
full dosage of ethionamide and cycloserine during the 
first two weeks. It is of interest that in the later stages 
of her pregnancy she tolerated full dosage without any 
adverse effect either on herself or on her baby. 

In the oxytetracycline group, two of the seven patients 
achieved sputum conversion. Clinical and radiological 
improvement was obtained in a further three patients, 
and this coincided with a diminution of the number of 
tubercle bacilli seen in and isolated from their sputum. 
The two remaining patients (Cases 8 and 10) made no 
significant progress, and from one of these patients 
(Case 10) bacilli resistant to ethionamide were con- 
sistently isolated from the ninth week onwards. 

All but two of the 12 patients gained weight. The 
favourable bacteriological results recorded were accom- 
panied by changes in the character and amount of the 
sputum. In 10 of the 12 patients the sputum changed 
from mucopurulent to mucoid, and in eight of these 
the volume was greatly reduced. 

The radiological results are summarized in Table II. 
In the cycloserine group, cavity closure was obtained in 
two of the patients and a reduction in the size of cavities 
in two others. The fifth case had had a thoraco- 
plasty some years previously, and this precluded 
assessment of progress radiologically. In the oxytetra- 
cycline group, although cavity closure was not achieved 
in any case, reduction of the size of the cavity occurred 
in five. 

Complications which occurred under these two 
regimes of treatment are summarized in Table III. The 
most common complaint was drowsiness. This might 
be termed a mild degree of mental depression, but the 
patients described their symptoms as “ drowsiness.” It 


TaBLe Il.—Radiological Result of Six Months’ Therapy with 











Ethionamide 
Case } Additional Change | Improvement in 
No. | Therapy ‘in Cavity Infiltration 
1 Cycloserine | Smaller | Moderate 
2 . H Closed | Considerable 
3 a “ 7 
a | Smaller | Slight 
5 on , | Closed | Moderate 
: Oxytetracycline Smaller | pe 
8 : No ‘change No change 
9 | Smaller | Considerable 
10 a No change Slight 
11 ad Smaller Considerable 
12 Moderate 








* No cavity demonstrated by tomograms under thoracoplasty. 
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became marked within a few days of the beginning of 
treatment and for a time remained a daily complaint, 
then gradually diminished in degree from the fourth 
week onwards. Two of the patients who suffered from 
drowsiness were in the cycloserine group and three were 
in the oxytetracycline group. Contrary to expectations, 
there was very little gastro-intestinal upset except in the 
patient who was pregnant. 


TABLE I11.—Complications Encountered in Ethionamide Therapy 
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Two complications not previously reported were 
encountered in this trial. One patient in the cycloserine 
group (Case 3) developed a unilateral gynaecomastia 
associated with ankle oedema ; in the fifth month com- 
plete resolution followed on the withdrawal of the drugs, 
but 14 days after the restart of therapy the gynaeco- 
mastia recurred and on this occasion affected the other 
breast. 

Another patient (Case 7) in the oxytetracycline group 
developed jaundice in the 14th week and details of his 
liver-function tests are set out in Table IV. It will be 
seen that the jaundice occurred when the blood bilirubin 
level was 6.7 mg./100 ml. Skin pigmentation might have 
been expected a week earlier, when the level was 2.7 
mg./100 ml., but was not present at that time. The 
jaundice was almost certainly a toxic manifestation of 
the ethionamide. The biochemistry suggests that it was 
not of the nature of an infective hepatitis. The compli- 
cation occurred in a patient who suffered from severe 
diabetes in addition to very gross bilateral cavitary 
tuberculosis. Up to the day of the onset of the jaundice 
he was making satisfactory clinical, radiological, and 
bacteriological progress and even his insulin requirement 
had diminished. 


TaBLe [V.—Results of Liver-function Tests in Case 7 


























Sass Thymol Alkaline 
Week of | Degree of Bilirubin Turbidity Phosphatase 
Therapy | Jaundice (mg./100 ml.) | a. ; (King a 
16 | Within normal limits 
7 1 | 1 10 
8 | } 0:8 2 9 
9 } 0-8 | 2 9 
10 | Nil 1-3 | 2 9 
11 1 1 10 
12 1:5 2 9 
13 2:7 2 15 
17 8-9 1 25 
18 6-6 1 19 
19 SPS ITNT 6:3 1 15 
20 ET 3-4 | 1 18 
21 oe 3 1 18 
22 ———— 2:5 | 1 16 
23 a 2:8 2 16 
24 ome | 2 14 
25 | - 1-3 2 | 12 
| - } 1:7 2 2 


Discussion 


The promising results obtained in the group under 
treatment with ethionamide and cycloserine are in agree- 
ment with those reported by Brouet et al. (1959) and 
Véran et al. (1959). Furthermore, in the patients who 
tolerated these two drugs significant resistance did not 
develop. The relatively poorer results in the ethiona- 
mide and oxytetracycline group are similar to those of 
Somner eft al. (1959). The oxytetracycline did not 
prevent the emergence of resistance, but probably it 
encouraged healing by combating secondary infection. 

The possible toxic effects of cycloserine are well known. 
When to these are added the possible complications of 
ethionamide therapy, it follows that these drugs, even 
in the “salvage ” case, must be used with caution. It 
should be confirmed that the patient’s organism is 
resistant to streptomycin and isoniazid and sensitive to 
cycloserine and ethionamide. We found that if the 
patient was of suitable temperament and gave promise 
of co-operation, the course of treatment was completed 
with little difficulty. 


Our results are based on assessment after only six 
months of treatment. If they are not offset by subse- 
quent relapse, this would be a further justification for 
the use of ethionamide. 

The ethionamide was supplied as enteric coated tablets 
in the hope that this would minimize possible gastro- 
intestinal irritation. Recent information from Messrs. 
May & Baker suggests that uncoated tablets produce a 
better blood level of ethionamide and that gastro- 
intestinal and other complications are no more frequent 
with the uncoated tablets. 


Summary 


Twelve patients with chronic active cavitary pulmon- 
ary tuberculosis were treated with ethionamide in 
combination with cycloserine or with oxytetracycline. 
Sputum conversion was obtained in four of the five 
patients in the cycloserine group and in two of the seven 
in the oxytetracycline group. Improvement short of 
sputum conversion was obtained in most of the other 
patients. 

Jaundice as a complication of ethionamide therapy 
is reported for the first time. Gynaecomastia accom- 
panied by ankle oedema was also encountered. 
Drowsiness was, however, the most frequent toxic 
manifestation. 

The conclusion was reached that ethionamide, par- 
ticularly in association with cycloserine, may prove to 
be a very valuable therapy in the type of patient studied 
in this trial, and further trials in a wider range of 
patients and in other possible combinations are 
indicated. 

Our thanks are due to Dr. J. E. Geddes, chief supervising 
chest physician, Glasgow, for his interest and helpful 
criticism, and to Dr. E. B. Hendry, consultant at Glasgow 
Western Infirmary, for the biochemical investigations. We 
are grateful to Messrs. May & Baker Limited, Dagenham, 
Essex, for a supply of ethionamide and for detailed 
information. 


ADDENDUM.—We have now observed these cases for 
a further year, to December 31, 1960. Four of the six 
patients who achieved sputum conversion have remained 
well and non-infective. The remaining two (Cases 2 and 
4) relapsed soon after their discharge from hospital. 
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Detailed studies suggest that the relapse in these cases 
could be largely attributed to the fact that on release 
from close supervision as in-patients both these persons 
failed to persevere with the chemotherapy and with the 
more general measures required for the complete arrest 
of their pulmonary lesions. Further periods of hospital 
treatment have been provided, using other chemo- 
therapy, but to date the sputa have remained 
persistently positive. We can therefore still maintain the 
conclusion stated above, that ethionamide is a valuable 
antituberculous drug. 
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PRIMARY LYMPHOSARCOMA OF THE 
SMALL INTESTINE 
AN UNUSUAL CAS#, WITH LONG SURVIVAL 
BY 


J. S. CORNES, M.B., B.Se., D.C.P. 
Senior Registrar, Westminster Hospital ; Research Assistant, 
$t. Mark’s Hospital, London 


Malignant lymphomas form roughly 25% of all the 
malignant tumours found in the small intestine. Many 
of these tumours are secondary deposits in a generalized 
lymphomatosis, but in about a third of the cases the 
lesions are apparently primary in the bowel. Most 
patients with primary lesions are dead within two years 
from the time of diagnosis or treatment, and only a 
smal! percentage are alive and well 10 years later 
(Dawson, Cornes, and Morson, 1960). Why some cases 
have a short course and others live for such long periods 
of time has never been fully explained. So far as can 
be determined all the well-documented cases of primary 
intestinal malignant lymphomas surviving 10 years or 
more from the time of diagnosis were treated by surgery, 
and this was often combined with a post-operative course 
of deep x-ray therapy. 


Several writers have shown that the type of tumour, 
its situation in the intestinal tract, and the type of 
treatment given significantly affect the patient’s chance 
of survival (Marcuse and Stout, 1950; Skrimshire. 
1955 ; Azzopardi and Menzies, 1960). Similar attempts 
to show that age and sex, the number of tumours found, 
and involvement of the regional lymph nodes have a 
significant effect upon prognosis have produced 
conflicting results. The difficulty attending any assess- 
ment of the behaviour of these tumours is illustrated by 
an unusual case treated at Westminster Hospital. This 
patient had multiple tumours in the small intestine, and 
lived for more than 16 years after their incomplete 
surgical removal. 


Case Report 


A man aged 50, first seen in January, 1943, under the care 
of Mr. G. T. Mullally and later of Mr. E. Stanley Lee, gave 
a two and a half years’ history of intermittent attacks of 
colicky abdominal pain associated with abdominal distension 
and vomiting. The attacks had recently increased in 
severity, rendering him a complete invalid. No abnormality 
was found on clinical examination or by sigmoidoscopy. 








Occult blood was found in the stools. The haemoglobin 
was 9.4 g./100 ml. and the white blood cell count was 
7,300/c.mm., with a normal differential. At laparotomy 
in December, 1942, several small tumours thought to be 
inflammatory masses were found in the proximal ileum, 
and the adjacent mesenteric lymph nodes were slightly 
enlarged. Biopsies taken from a mesenteric lymph node 
and one of the bowel lesions showed a lymphosarcoma of 
the proximal ileum. 

A second laparotomy was therefore performed two 
months later, and three small tumours were found in the 
ileum, only one of which was causing obstruction. Two 
pieces of ileum, each approximately 22 cm. long and each 
containing a small tumour, were resected, and a mesenteric 
lymph node was taken for histology. One tumour, not 
causing intestinal obstruction, was left behind. The 
specimens showed lymphocytic lymphosarcomas invading 
and destroying the muscle coats, with infiltration of the 
surrounding mesenteric fat. The tumour cells were smal! 
and rounded, with a narrow.rim of basophilic cytoplasm. 
and central, round, darkly staining nuclei. The muscle 
coats appeared to be eaten away by the tumour masses. 
and there was a conspicuous absence of any surrounding 
fibrous reaction. The mesenteric lymph node was replaced 
by lymphosarcoma. 

The patient made a quick recovery from this operation. 
and, although no post-operative radiotherapy was given, he 
remained in fairly good health for the next 10 years, apart 
from occasional attacks of colicky abdominal pain and 
vomiting. In August, 1953, these attacks became more 
frequent and more severe, and he was readmitted for further 
observation and investigation. A soft irregular mass was 
palpable in the abdomen. The liver and spleen were not 
palpable, and there was no palpable superficial lymph- 
adenopathy. A plain x-ray film of the abdomen showed 
an incomplete obstruction of the small bowel. A _ chest 
x-ray film appeared normal, and there was no obvious 
enlargement of the mediastinal lymph nodes. The haemo- 
globin was 16.6 g./100 ml., and the white blood cell count 
was 4,600/c.mm., with a normal differential. 

A third laparotomy was performed in September, 1953. 
when the lesion previously left behind in the proximal 
ileum was found, together with a similar lesion in the 
jejunum, and two large masses in the mesojejunum. These 
mesenteric masses felt firm and rubbery, and had surface 
diameters of 5 cm. and 8 cm. respectively. A piece of ileum 
and a piece of jejunum, each approximately 14 cm. long 
and each containing a bowel tumour, were removed, but 
the mesenteric gland masses were left behind. The 
specimens showed lymphocytic lymphosarcomas of the 
jejunum and ileum, with invasion and destruction of the 
muscle coats and involvement of the regional lymph nodes 
The histological appearances were identical with those of 
the tumours removed ten years previously. A post-operative 
course of deep x-ray therapy was given over a period of 
36 days using 220 kV. and opposing anterior and posterior 
20-cm. circular abdominal fields. The total skin dose was 
2,640 r, and the total centre dose 1,890 r. The patient was 
discharged fit and well in November, 1953. 

In August, 1957, he developed a cough with haemoptysis 
and in May, 1958, a chest x-ray film showed an opacity in 
the left upper lobe, and bronchoscopy showed a tumour 
of the left-upper-lobe bronchus. Because the tumour was 
beyond the reach of the biopsy forceps a biopsy was not 
possible, and since there was no clinical evidence to suggest 
a recurrence of his lymphosarcoma a diagnosis of bronchial 
carcinoma was made. Radiotherapy was given. and after 
some temporary clinical improvement his _ condition 
deteriorated and he died in March, 1959, 18 years from the 
onset of his first illness and 16 years after the first operation 
for intestinal lymphosarcoma. At necropsy (Dr. H. G. 
Close) a large necrotic carcinoma of the left-upper-lobe 
bronchus was found, and metastases were present in the 
right adrenal and the left temporal lobe. No lympho- 


sarcoma was found. Sections from the tumour and its 
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metastases (Dr. J. C. Burne) showed an _ anaplastic 
carcinoma. Islands of squamous-cell carcinoma could be 
seen throughout the tumour masses, with oat or spindle cells 
predominating. 

Discussion 

The interesting and unusual features of this case are 
the patient’s long survival after incomplete surgical 
removal of multiple lymphosarcomas in the small 
intestine ; the ability of a lymphosarcoma to remain 
localized in the small intestine and mesenteric lymph 
nodes for such a long period of time without spreading 
to other parts of the body; the response to radio- 
therapy ; the patient’s death several years later from an 
unrelated bronchial carcinoma; and the failure to 
demonstrate any remaining lymphosarcoma at necropsy. 

Stout (1953) refers to a case of gastric lymphosarcoma 
which was incompletely removed. The patient received 
no further treatment and died almost 19 years later 
without eyidence of recurrence or metastasis. I have 
been unable to find any comparable intestinal case. 
Coley (1928), McSwain and Beal (1944), and Allen et al. 
(1954) describe cases surviving 6 to 10 years after the 
incomplete surgical removal of intestinal lymphomas, 
but in every case post-operative radiotherapy was given. 
The present case appears to be unique in remaining 
localized in the small intestine and mesentery for a 
period of 10 years without radiotherapy having been 
given, and in the opportunity to confirm the nature of 
the tumours histologically. 

The patient’s death from an apparently unrelated 
bronchial carcinoma is of considerable interest. The 
two types of tumour found in this patient were quite 
dissimilar, and each type had its own clear-cut and 
readily recognizable histology. There was no possibility 
of one tumour beig an anaplastic variant of the other. 
A relationship between malignant lymphomas of the 
intestinal tract and carcinoma is suggested from a survey 
of these tumours in the pathology laboratories of 
Westminster, St. Mark’s, and the Gordon Hospitals, 
London. In a consecutive series of 40 cases of malignant 
lymphoma affecting the small and large intestines there 
were five carcinomas. The malignant lymphomas and 
the carcinomas were confirmed histologically in every 
case. The principal data from these five cases are 
summarized in the Table, and a detailed description of 
three of them has been given elsewhere (Cornes, 1960). 

Weitzel (1958) found a slightly raised incidence of 
carcinoma in patients with lymphoma and/or leukaemia 
compared with patients suffering from multiple primary 
carcinoma. Moertel and Hagedorn (1957) could find 
no evidence to show that malignant lymphomas 
predisposed to the development of carcinoma. It may 
be that lymphomas in certain sites, such as the small or 
large intestine, are more likely to be followed by 
carcinoma than similar lymphomas elsewhere. Clinically 
it is important to recognize that carcinoma can develop 


in these cases, and one should not be too ready to assume 
that a second tumour is necessarily a recurrence or a 
metastasis from the original primary lymphoma. 

In any general survey of malignant lymphomas there 
are always 2-3% of cases which have a long survival 
irrespective of the extent of lymph-node involvement 
or of the treatment given (Stout, 1942). Some malignant 
lymphomas such as giant follicular lymphoma and 
Hodgkin’s paragranuloma usually remain localized for 
many years before spreading to other parts of the body. 
Lymphoblastic lymphosarcoma, Hodgkin’s disease, 
Hodgkin’s sarcoma, and reticulum-cell sarcoma usually 
spread fairly rapidly. Lymphocytic lymphosarcomas 
have a variable behaviour: in most of these cases the 
patients are dead within a few years, whilst a small 
number, similar to the present case, can remain localized 
for several years before spreading to other parts of the 
body (Gall and Mallory, 1942). With the development 
of new staining techniques, tissue-culture studies, and 
the increasing use of chemotherapeutic agents in the 
treatment of malignant disease, it may become possible 
to separate different types of lymphosarcoma on the 
basis of histochemistry, cultural behaviour, or thera- 
peutic response. But at present it is not possible to 
predict on the basis of histology alone which of two 
clinically similar intestinal lymphocytic lymphosarcomas 
is likely to spread rapidly and which will remain localized 
for a long period of time. In either case the best 
method of treatment would appear to be a wide surgical 
removal of the intestinal lesion with or without post- 
operative radiotherapy, and radical surgery should be 
attempted wherever possible. 


Summary 


An unusual case of multiple lymphocytic lympho- 
sarcomas of the small intestine and adjacent mesenteric 
lymph nodes is described. Despite incomplete surgical 
removal and no radiotherapy being given, the tumour 
remained localized in the jejunum, ileum, and mesenteric 
nodes for the next 10 years. Further surgery was 
attempted and post-operative radiotherapy was given. 
The patient died six years later from an unrelated 
carcinoma of the left-upper-lobe bronchus. 

Cases of long survival after incomplete surgical 
removal of malignant lymphomas of the gastro-intestinal 
tract are discussed. 

Intestinal lymphomas may be associated with 
carcinoma. In a consecutive series of 40 cases there 
were five carcinomas. 

It is usually possible to predict the behaviour of 
malignant lymphomas from a study of their histology. 
Lymphocytic lymphosarcomas, however, have a variable 
behaviour: while most cases show an early and fairly 
rapid spread, a small number remain localized for 
several years before spreading to other parts of the body 


Five Cases of Malignant Lymphoma of the Intestinal Tract Associated with Carcinoma 
































Malignant Lymphoma Carcinoma Interval Before 
Age and Sex |— lop ° 
Cell Type Site Treatment Cell Type Site Carcinoma ™ 
57 M Lymphocytic Rectum Resection, radio- Mucus-secreting Rectum Synchronous 
lymphosarcoma therapy adenocarcinoma 
52 M | ‘a aa Terminal ileum os oe ic Sigmoid colon 1 year 
52 M Reticulum-cell Ascending colon ” 9° Five mucus-secreting Sigmoid colon, 20 months 
| sarcoma adenocarcinomas rectum 
66 M Lymphoblastic Duodenum Laparotomy, biopsy Mucus-secreting Prostate Synchronous 
lymphosarcoma adenocarcinoma 
48 M Multiple lymphocytic Jejunum, ileum Incomplete resection, Anaplastic Bronchus 15 years 
lymphosarcoma radiotherapy carcinoma 
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Megaloblastic Erythropoiesis Associated 
with Sickle-cell Anaemia 


The association of megaloblastic erythropoiesis with 
sickle-cell anaemia in adults has been described by 
Jonsson et al. (1959) and Oliner and Heller (1959), but 
its occurrence in infants has not previously been reported. 
This association in the absence of nutritional deficiencies 
in one case of sickle-cell anaemia and one case of sickle- 
cell haemoglobin-C disease occurring in Nigerian infants 
is described. 
CasE 1 


A 3-year-old Ibo boy was first seen on November 27, 1958, 
with a short history of cough and recurrent bouts of fever. 
He had been born in a maternity home in Lagos in March, 
1955 ; delivery was normal, weight 7 Ib. (3,175 g.). He was 
breast-fed for the first year, and during this time was often 
seen by a doctor for coughs and colds. During the next 
two years he thrived and was taking a reasonable mixed diet, 
including tinned milk daily, meat twice a week, fish three 
or four times a week, and occasional eggs. On examination 
he was well nourished but ill, weighing 32 Ib. (14.5 kg.) ; his 
head was large (circumference 19 in. ; 48 cm.) and showed 
marked bossing (see Fig.). The mucosae were pale, the 
heart was enlarged, the liver and spleen were both easily 
palpable, and there was evidence of consolidation at the 
base of the right lung. 

Investigations—Hb, 4.6 g./100 ml.; P.C.V., 14%; 
M.C.H.C., 32.8%. Target cells were present and the red cells 
showed macrocytosis, microcytosis, anisocytosis, and poikilo- 
cytosis. W.B.C., 24,250/c.mm. (polymorphs 70%, lympho- 
cytes 27%, eosinophils 1%, monocytes 2%).  Sickling 
of the red cells was observed in saline. Haemoglobin 
electrophoresis showed only haemoglobin S. Alkali 
denaturation of the same specimen revealed 3.5% foetal 
haemoglobin. Tibial-marrow aspiration showed a hyper- 
cellular marrow with a mixed normoblastic and intermediate 
megaloblastic erythropoiesis with reversal of the myeloid/ 
erythroid ratio and evidence of iron deficiency. No malarial 
parasites were found in peripheral blood films or marrow 
smears. The urine contained an excess, of urobilinogen. 
X-ray examination revealed a right basal patchy consolida- 
tion and generalized cardiac enlargement, and bossing of 
the skull. The Heaf test was negative, and microscopy 
of the stool revealed no abnormality. 


Crystalline penicillin, 200,000 units six-hourly, was given, 
and the basal pneumonia gradually resolved. Folic acid, 
5 mg. b.d., and iron supplements were begun on December | ; 
the haemoglobin rose steadily to 10.4 g./100 ml. in the 
next six weeks, when he was discharged from hospital. For 
the next four weeks the haemoglobin level was maintained at 
about 10 g./100 ml., folic acid, 5 mg. b.d., still being given. 

In February, 1959, the haemoglobin began to fall and the 
child developed icteric sclerae, multiple joint pains, splenic 
pain, and a right basal pneumonia. On _ readmission 
investigations showed: Hb, 7.4 g./100 ml. ; W.B.C., 19,300/ 
c.mm. (polymorphs 
74%, lymphocytes 
24%, monocytes 1%, 
basophils 1%). The 
film appearances of 
the red blood cells 
were unaltered, target 
cells were seen, and 
sickling of red cells in 
saline was observed. 
No malarial parasites 
were found in the 
peripheral blood. His 
haemoglobin dropped 
at the rate of 1.7 g./ 
100 ml. a day, and 
when it reached 4 g./ 
100 ml. he was trans- 
fused with 1 pint (570 
ml.) of fresh blood. 
After the transfusion 
the haemoglobin rose 
to 10.7 g./100 ml., 
and his pneumonia 
resolved on penicillin Case 1, showing enlarged head and 
and postural drain- bossing. 
age. 

During this admission he was given pyrimethamine, 
12.5 mg. a week, as-a malarial prophylactic, folic acid, 5 mg. 
b.d., and vitamin Bi, 100 yg. on alternate days by injection. 
The haemoglobin level rose to 11.1 g./100 ml. after two 
weeks, but the marrow remained megaloblastic, though 
features of iron deficiency were no longer present. He was 
discharged from hospital on folic acid, 10 mg. b.d., iron 
supplements, and pyrimethamine, 12.5 mg. weekly. During 
the next four months he was well, with no crises, and the 
haemoglobin stayed at about 11.5 g./100 ml. 

In July a further marrow examination revealed megalo- 
blastic features, and pyrimethamine was stopped in case it 
was maintaining megaloblastic erythropoiesis by its folic- 
acid antagonist action. Four weeks later megaloblasts, 
though less prominent, were still present in the marrow. 
However, as he was asymptomatic and the haemoglobin 
was 11.6 g./100 ml., he was discharged from hospital on 
folic acid, 5 mg. b.d., and had remained well up to the time 
of writing. 

Family History —The child is the only living offspring, 
a younger sibling having died at 1 year. Investigation of the 
parents gave the following results. Father: Hb, 14 g./ 
100 ml. ; sickle-cell test positive in reducing buffer at two 
hours ; haemoglobin electrophoresis A and §; no foetal 
haemoglobin on alkali denaturation. Mother: Hb, 13.5 g./ 
100 ml.; sickle-cell test positive in reducing buffer at two 
hours ; haemoglobin electrophoresis A and S; no foetal 
haemoglobin on alkali denaturation. Genotyping therefore 
supported the diagnosis of homozygous sickle-cell anaemia 


CASE 2 


A male Ibo child was born in a maternity hospital in 
Lagos in February, 1957. Delivery was normal, and his 
birth weight was 7 Ib. 8 oz. (3,400 g.). He thrived on the 
breast with vitamin supplements (his father was a trained 
nurse) until the age of 1, when he developed joint pains, 
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ankle-swelling, and intermittent fever. He was seen as an 
out-patient in March, 1958, and was found to have a heavy 
ankylostoma infection, numerous’ malarial parasites 
(Plasmodium falciparum) in the peripheral blood, and a 
haemoglobin of 7.6 g./100 ml. He was treated with iron, 
chloroquine. and tetrachlorethylene. He was seen at 
regular intervals, and his ankylostoma infection cleared ; 
prophylaxis with pyrimethamine, 12.5 mg. a week, prevented 


further attacks of malaria, and his haemoglobin remained at - 


8.5-9 g./100 ml. 

In June, 1958, he was admitted to hospital with a short 
history of joint pains, ankle-swelling, splenic pain. and a 
high fever. Examination revealed a very ill but not mal- 
nourished infant. His temperature was 104.4° F. (40.2° C.); 
he had marked frontal bossing, icteric sclerae, mucosal 
pallor, cardiac enlargement, and oedema of the ankles ; the 
liver was enlarged 1 cm. and the spleen 4 cm. below the 
costal margin. 

Investigations.—Weight 20 Ib. (9 kg.) ; Hb, 3.7 g./100 ml. ; 
P.C.V., 11% ; M.C.H.C.. 33.5% ; M.C.V., 92 cubic microns ; 
R.B.C., 1,200,000/c.mm.; W.B.C., 16,800/c.mm. (poly- 
morphs 60%, lymphocytes 37%, eosinophils 2%, monocytes 
1%). The red blood cells showed macrocytosis. The sickle- 
cell test was positive in saline, and haemoglobin electro- 
phoresis showed haemoglobins S and C. Alkali denatura- 
tion of the same specimen showed 20% foetal haemoglobin. 
Tibial-marrow aspiration revealed a marrow containing 25% 
of megaloblasts in varying stages of development and only 
5% of normoblasts at various stages. The megaloblasts were 
of the intermediate variety. X-ray examination revealed 
cardiac enlargement and bossing of the skull. 

The child was transfused with 300 ml. of fresh citrated 
blood and the haemoglobin rose to 7.4 g./100 ml. Folic 
acid, 5 mg. b.d., was begun after transfusion, and on his 
discharge from hospital four weeks later the haemoglobin 
was 11.1 g./100 ml. He was seen weekly as an out-patient, 
and was maintained on folic acid, iron, vitamin, and protein 
supplements, as weaning was in progress. He maintained a 
haemoglobin of 10-11 g./100 ml. until November, when 
he was readmitted with a further crisis. On admission the 
haemoglobin was 4.6 g./100 ml., and a tibial-marrow aspira- 
tion revealed complete normoblastic erythropoiesis. Trans- 
fusion raised the haemoglobin to 7.8 g./100 ml., and 
subsequently it rose to 12.6 g./100 ml. by January, 1959, 
when he was discharged from hospital on folic acid, 5 mg. 
b.d., vitamin and protein supplements, and pyrimethamine, 
12.5 mg. a week. He has remained well for a further seven 
months since then, with a haemoglobin of 11-12 g./100 ml. 
The only change in treatment was substitution of chloro- 
quine for pyrimethamine as a malarial prophylactic in July, 
1959. No alteration in the sickling phenomenon has been 
observed. 

Family History—The child is the only offspring, one still- 
birth preceding his delivery. Investigations of the parents 
resulted as follows. Father: Hb, 14.3 g./100 ml.; sickle- 
cell test negative after 24 hours in reducing buffer ; haemo- 
globin electrophoresis A and C; no foetal haemoglobin 
detected on alkali denaturation. Mother: Hb, 12.3 g./ 
100 ml. ; sickle-cell test positive in reducing buffer after two 
hours; haemoglobin electrophoresis A and S; no foetal 
haemoglobin detected on alkali denaturation. Genotyping 
therefore supported the diagnosis of sickle-cell haemo- 
globin-C disease. 


COMMENT 


Anaemia in infancy in tropical countries is very com- 
mon, and its causes are multiple; thus the attempt to 
establish a causal relationship between two recognized 
forms of anaemia in the same patient is inevitably 
difficult. Bone-marrow studies on anaemic and mal- 
nourished Nigerian children by Woodruff (1955) and 
Hendrickse and King (1958) revealed normoblastic 
erythropoiesis, but no cases of sickle-cell anaemia were 
included in those series. 


Megaloblastic erythropoiesis is a recognized complica- 
tion of malnutrition in the African (Trowell, 1942 ; Foy 
et al., 1950), particularly in infants and pregnant women. 

The cause of megaloblastic anaemia of infancy has 
been attributed to a combination of a diet deficient in 
folic acid with the increased need for folic acid during 
active periods of growth (Zuelzer and Rutzky, 1953); 
but this opinion has never been confirmed by measure- 
ment of folic-acid activity in serum or urine of such 
patients or experimentally in animals. In the above two 
cases deficiencies in the diet have been excluded, and it 
is therefore suggested that the megaloblastic erythro- 
poiesis was related to the sickle-cell anaemia. Support 
for this hypothesis comes from recent reports (Jonsson 
et al., 1959 ; Oliner and Heller, 1959) of the occurrence 
of megaloblastic erythropoiesis in adult sickle-cell 
anaemia and sickle-cell haemoglobin-C disease. In 
these cases folic acid induced a reversion to normoblastic 
erythropoiesis, with a rise in haemoglobin levels, and 
there was no evidence of vitamin-B,, deficiency. 

Chanarin et al. (1959) have shown that there is an 
increased rate of folic-acid clearance in haemolytic 
anaemia and conclude that this reflects a depletion of 
body stores of folic acid. The cause of megaloblastic 
erythropoiesis in sickle-cell anaemia could therefore be 
explained by a deficiency of folic acid. This develops 
as the requirement for folic acid by rapidly increasing 
erythroid cells exceeds the dietary intake. The chronic 
haemolysis and blood destruction associated with sickle- 
cell anaemia is the stimulus to increased erythropoiesis. 

Increased propensity of patients with haemolytic 
anaemias to develop megaloblastic changes with the 
folic-acid antagonist pyrimethamine (Jonsson er al., 
1960) adds evidence to the suggestion of depletion of 
body stores of folic acid in haemolytic anaemias. The 
possibility that pyrimethamine may have precipitated the 


~megaloblastic anaemia in Case 2, and maintained it in 


Case 1, cannot be excluded. The partial refractory 
nature of the marrow in Case 1, in spite of folic acid, 
iron, and vitamin-B,, supplements, suggests that other 
maturation factors may have been deficient as well. 

The beneficial effects of folic-acid therapy in these 
two cases suggest that marrow studies are justified in all 
cases of sickle-cell anaemia ; and the report that aplastic 
crises in thalassaemia (Jandl and Greenberg, 1959) and 
sickle-cell anaemia (Jonsson et al., 1960) may result from 
folic-acid deficiency in certain cases indicates that long- 
term folic-acid supplementation is justified when 
megaloblasts are found in these anaemias. 


ADDENDUM.—Since submitting this paper for publication, 
Maclver and Went (1960) have reported five cases of sickle- 
cell anaemia complicated by megaloblastic anaemia occurring 
in infancy. 

STANLEY SHALDON, M.A., M.B., M.R.C.P., 


Late Captain, R. A. M.C.; 
Department of Medicine, Royal Free Hospital, London. 
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INHERITED DISEASE 


The Metabolic Basis of Inherited Disease. Editors: John B. 
Stanbury, M.D., James B. Wyngaarden, M.D., and Donald S. 
Frederickson, M.D. (Pp. 1,477+xiv; illustrated. £11 12s.) 
— bh +5 Toronto, London: McGraw-Hill Book Company, 
nc 


This is an exceedingly good book, and it is scarcely an 
exaggeration to say that it brings together in a completely 
up-to-date way all that is known about the inherited 
disorders of metabolism. The editors are greatly to be 
admired for the skilful way in which they have 
integrated the work of 46 contributors (four of them 
English), so that in the various chapters there is the 
maximum of information and the minimum of overlap. 
Two points are particularly impressive. Firstly, there 
is excellent clinical (including historical) detail of the 
diseases discussed, so that a physician or surgeon without 
any particular knowledge of biochemistry starts with 
something he understands, and is then gently led via 
diagnostic tests and genetic considerations to the 
intricacies of biochemistry proper. This approach is 
also very advantageous to the non-medical biochemist 
who may know much of what occurs in test-tubes but 
be ignorant of the way in which patients actually present 
themselves. Secondly, let those who feel they are 
particularly at home in any one field read the appro- 
priate chapter in this book and they will assuredly find 
that there is a good deal more known about their subject 
than they will have thought—and in this connexion the 
references are excellent. 

The arrangement of the book is logical. ‘ Diseases 
manifest primarily as disorders of . . .” is the kéynote: 
and, if we take carbohydrate metabolism as an example, 
we find that the chapter is subdivided into ‘“ Diabetes 
Mellitus ” (Renold and Cahill), “ Pentosuria ” (Hiatt), 
“Fructosuria ” (Krane), “Glycogen Deposition Diseases ” 
(Field), “ Galactosemia” (Isselbacher), and “ Hyper- 
bilirubinemia ” (Schmid). 

The English contributors are conspicuous in the 
section dealing with disorders of the blood and blood- 
forming tissues (Lehmann, Ager, and Rosemary Biggs), 
and in the chapter on renal tubular defects. Jepson, with 
Mary Spiro, of the Massachusetts General Hospital, 
give a detailed account of Hartup disease—that strange 
syndrome in which a pellagra-like rash, appearing after 
exposure to sunlight, and recurrent attacks of cerebellar 
ataxia, are associated with slowed jejunal absorption of 
tryptophan and a massive aminoaciduria, renal in origin 
and characteristic in pattern. 

The book is expensive, but what is first-class is beyond 
price. Garrod would be proud to know how rich has 
been his harvest. C. A. CLARKE. 


MODERN UROLOGY 


Modern Trends in Hm en Series.) Edited by Sir 
Eric Riches, M.C., M.S., C.S. With a Foreword by A. 
Clifford Morson, O.B.E., FR Re. S. @p. = 13; illus- 
trated. 70s.) London: Butterworths. 1960 


The second series of Modern Trends in Urology which 
has just appeared brings to notice the numerous advances 
made in the specialty during the last seven years. 
Conspicuous among these are the developments made in 
medical urology and the evolution of the artificial 
kidney as a_ practical therapeutic agent. Notable 


improvements have also been made in the methods of 
radiological investigation of functional disorders of the 
urinary tract and in the techniques of urological surgery. 
The latter are exemplified by articles on the surgery of 
the renal artery and on the employment of isolated 
segments of intestine to supplement or replace the 
bladder. The problems of renal transplantation are also 
discussed, while other sections deal with such diverse 
topics as testicular tumours, nuclear sexing in relation 
to male infertility, chronic prostatitis, and the use of 
supervoltage x-radiation in the treatment of bladder 
cancer. 

In bringing the reader up to date with current uro- 
logical practice Sir Eric Riches has called on a number 
of distinguished contributors each of whom has a first- 
hand acquaintanceship with the subject on which he has 
written. In congratulating the editor on his choice of 
subjects and up-to-the-minute appraisal of contemporary 
urological thought, a word of praise is also due to the 
publishers for maintaining a standard of production 
which compares more than favourably with the earlier 


series. J. D. FERGUSSON. 


NORMAL AND MALIGNANT GROWTH 


Fundamental Aspects of Normal and Malignant Growth. 
Edited by Wiktor W. Nowinski. (Pp. 1,025+xv; illustrated. 
£10 10s.) Amsterdam, London, New York, Princeton: 
Elsevier Publishing Company. 1960. 


When in 1952-3 I prepared a series of lectures on normal 
and abnormal growth,!? there were available only a 
great number of papers on the subject scattered in the 
literature or the classic book On Growth and Form by 
D’Arcy Thompson, and the writings of J. Needham. 
But no equivalent to such a magnificent tome as now 
published by Elsevier under the editorship of Dr. 
Nowinski was to hand. 

From a general point of view the question may be 
asked—What is the purpose of this collection of 
extensive articles written by experts around one of the 
most intriguing problems of biology? Is the book 
encyclopaedic, to be looked at when necessity arises for 
consultation by students, research workers, and medical 
scientists ; or is it to be read from cover to cover by 
anybody interested in life processes, either after working 
hours or even lying on a beach during holiday leisure ? 
There may be some whose abdominal muscles are strong 
enough to support the heavy volume; there may be 
others who, taking it from a library or their private 
shelf, wish to check on a specific yet fundamental point 
of growth phenomena. But the main use, it is thought, 
will be for anybody working on biological—biochemica! 
investigations who wishes to be instructed about the 
background of certain aspects of growth or stimulated 
into a mood of programme planning for further work 
on the many as yet unsolved problems. 

The more biochemically trained investigator will be 
delighted to find the chapter on “ Intermediary 
Metabolism,” by Kit, to represent an up-to-date version 
of almost a textbook on dynamic biochemistry, and 
Brachet’s “Nucleic Acids,’ Herrmann’s “ Molecular 
Mechanisms of Differentiation,” Clark’s ‘“* Nitrogen 
Metabolism,” Kirschbaum’s “The Carcinogenic 
Stimulus,” and Griffin’s “ The Metabolism of the Cancer 
Cell ” most helpful records of results in more specialized 
fields. Of course, while the experimental pathologist, 
cytogeneticist, cell physiologist, etc., will be most 





1 Nature (Lond.), 1953, 171, 505 
2 Thid., 1954, 174, 156. 
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attracted by the brilliant essay on “Principles and 
Theory of Growth,” by Bertalanffy, and by Dalcq’s 
lucidly written chapter on “‘ Germinal Organization and 
Induction Phenomena,” covering the complex studies of 
development, they should also find themselves pleasantly 
instructed when reading the above-mentioned parts with 
a more biochemical slant. In addition, these scientists 
and a fair number of medical men will be glad to have 
at their disposal accounts on “ Regeneration,” by Need- 
ham, “ Wound Healing,” by Washburn, and “ Action 
of Certain Antimetabolites,” by Biesele. Despite one 
report on “ Plant Growth,” by Thimann, and one on 
“Growth in Tissue Culture,” by Miss Waymouth, one 
of the few criticisms which can be raised is that no 
specific chapter on microbiological problems and none 
on benign abnormal growth phenomena and the bio- 
logical characteristics of experimental and spontaneous 
tumours have been included. The latter omission means 
that the overall title of this otherwise excellent volume 
goes a trifle too far in its claim to include all funda- 
mental aspects of malignant growth. The other 
complaint refers to the absence of a glossary, which 
could have summarily treated the precise definitions of 
the often loosely applied expressions—growth, benign 
growth, malignant growth, induction, differentiation, 


and so qn. F. BERGEL. 


EPILEPSY 


Epilepsy and Related ccm Vol. I and IT. By William 
Gordon Lennox, A.B., A.M., M Sc.D.Hon.), with the 
collaboration of Margaret A. Lennox, A.B., M.D. (Pp. 574 
7. illustrated. 96s.) London: J. and A. Churchill Ltd. 


Dr. Lennox saw the completion of his life’s work in 
epilepsy in the page proofs of this book, but he died just 
before its publicatién. A kindly man, who had dedicated 
himself to the welfare of those suffering from epilepsy, 
Dr. Lennox’s career was divided into two parts, the first 
in the China Mission, the second in his work on epilepsy. 
In both he was much more concerned for the people 
he was helping than for the principles underlying his 
work. This humanitarian attitude is reflected through- 
out these two large volumes, which contain most of the 
known facts on epilepsy. The volumes are as much an 
unconscious biography as a statement of knowledge. 
They. can be used by social workers and educationists 
as well as by clinicians and those interested in the scien- 
tific aspects of convulsions. They seem to have been 
written with this end in view, for they have a friendly 
informality of style which is unusual in large medical 
texts, and which may seem foreign to those who did not 
know Lennox well. 

Having begun his work on epilepsy by a study of the 
different biological constants of epileptics and others, 
Lennox was fortunate in the timing of the development 
of electronics in the field of electroencephalography. 
This gave him and his workers a tool to use in a 
bewildering subject. The second phase of the work 
was therefore the correlation of electroencephalographic 
phenomena with clinical and other data. Then Lennox 
turned to the sociological and political aspects of the 
problem of the epileptic patient, and it is preoccupation 
with this aspect of epilepsy which distinguishes the 
present work from its predecessors in this field. 

Fortunately the extensive text is well indexed, and is 
exceedingly well documented with case accounts and 
with references to an extensive literature. 


DENIS WILLIAMS. 


READING DISABILITY 


Reading Disability. A Medical Study of Word-blindness and 
Related Handicaps. By Koud Hermann, M.D. . oo. 
Dan, Kr. 22.) Copenhagen: Ejnar Munksgaard 


Although British physicians were the first to isolate the 
clinical condition of constitutional dyslexia or 
congenital word-blindness, as it used to be called, 
Scandinavian neurologists, such as, for example, Hallgren, 
have lately been to the fore in studying this interesting 
anomaly. It is possible that there is an uneven 
geographical distribution, for it is alleged that this defect 
occurs in Denmark in 10% of the general population. 
Certainly the educational authorities in that country have 
for a long time been aware of it, and they have taken 
appropriate and commendable measures for its remedy. 

Dr. Knud Hermann is a well-known authority here, 
and he is the consultant to the two special institutes 
which the Health Ministry supports in Copenhagen for 
the treatment of such cases, following the enterprise of 
Edith Norrie. In this present small monograph, which 
is a model of clear thinking and writing, Dr. Hermann 
gives what is perhaps the best and most up-to-date 
account of this elusive condition. All the clinical 
features are thoroughly described, and it is not surprising 
to find that more detailed analysis uncovers the fact 
that the characteristic inability to read proves not to be 
a “pure” or isolated defect. Other detriments can be 
demonstrated if only one probes deeply enough, some 
of them—but not all—pertaining to the realm of 
language. Hermann draws many analogies with the 
Gerstmann syndrome so typical of acquired lesions 
within the dominant parietal lobe of the brain. He 
concludes that constitutional dyslexia depends on an 
inherent, and genetically determined, disturbance of 
directional function. This is a book which all school 


-medical officers should borrow from their neurological 


colleagues. 
MACDONALD CRITCHLEY. 


GROWTH HORMONE 


Ciba Foundation Colloquia on Roteeieiote. wae 13. 
Human Pituitary Hormones. cov Poh ae W. Wolsten- 
holme, E., M.A,, M.B., and Cecilia M. 
O'Connor, BSc. (Pp. 336+xii; yee 50s.) London: 
J. and A, "Churchill, Ltd. 1960. 


The colloquium which this volume records was held in 
honour of Professor B. A. Houssay and took place 
appropriately in Buenos Aires in August, 1959. Thirty 
participants, among them the elite of the field, presented 
their latest work and exchanged ideas under the chair- 
manship of Professor E.G. Young. The chairman pays 
tribute to the basic work of Professor Houssay in a 
historical introduction to the proceedings. In format the 
volume follows the lines of its predecessors—a series 
of original presentations, each followed by free discus- 
sion. The editing and indexing perpetuate the high 
standards set by the editors, Dr. G. E. W. Wolstenholme 
and Miss Cecilia O'Connor. 

Almost half the volume is devoted to human growth 
hormone, of which the metabolic effects are now fairly 
well defined. Besides its protein-anabolic and growth- 
promoting properties, this hormone has important 
actions on carbohydrate and mineral metabolism and on 
mobilization of body fat. It can now be measured in 
the blood by delicate immunological techniques. Despite 
all this pharmacological knowledge, curiously little is 
yet known about the role of growth hormone in the 
adult. 
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Other recent advances covered in the colloquium 
include the elucidation of the chemical structure of the 
melanocyte-stimulating hormones, which are closely 
related to A.C.T.H. ; more sensitive methods of assaying 
thyrotrophin in human blood ; and the isolation of a 
relatively pure and effective human follicle-stimulating 
hormone. This last achievement may herald a new era 
in the management of infertility, from which so much 
suffering derives. 

The discussions, erudite as they are, convey also a 
sense of the enthusiasm and mutual generosity of 
workers in this field, a spirit which transcends inter- 
national boundaries and fosters free exchange of 
priceless pituitary extracts. What a change from the 
secretive jealousies of the ancient alchemists! The 
general discussion which ends the proceedings includes 
a lively debate on the nomenclature of pituitary 
hormones in the course of which “ luteinizing hormone ” 
loses by one vote to “ interstitial-cell-stimulating 
hormone,” and “growth hormone” happily defeats 
“‘ somatotrophin ” by 16 votes to 6. 

O. GaARROD. 


DEAF CHILDREN 


The Modern Educational Treatment of Deafness. Report on 
the International Congress held at the University of Man- 

chester, July 15-23, 1958. Edited by Sir Alexander Ewing. 

ange 45s.) Manchester: Manchester University 
ress. 


This is the official report of the International Congress 
held at Manchester in July, 1958, which was attended 
by more than a thousand delegates from 41 countries. 
Seventy-two papers were read and a number of 
demonstrations were given, some in the conference hall 
and others on closed-circuit television. The latter 
included interesting demonstrations of hearing tests for 
young babies and the auditory training of pre-school 
children introduced by the late Lady Ewing. The 
speakers included practically every well-known European 
and American expert in the education of deaf children 
and in the related fields of audiology, psychology, and 
paediatric otology. Particular attention was paid to 
aetiology, assessment, treatment, and training of infants 
and young children and to the counselling of their 
parents. 

The formidable task of editing this mass of multi- 
professional material has been carried out with out- 
standing success. As usual the papers are uneven in 
quality. ‘The general level is high ; some are excellent, 
some are platitudinous, and a few are incomprehensible. 
Those who were present at the congress will recall, as 
they read the printed text, that the delivery of the papers 
was also uneven. Some of those which were badly 
spoken now read surprisingly well, and a few which 
were pleasant to listen to are revealed to be elementary 
and even boring. Recent advances in the field have 
been very rapid, and during the two years which have 
elapsed since the congress a number of the theses 
expounded are already somewhat out of date. 

The sections of special medical interest are those on 
recent developments in physiology (Hallowell Davis), 
on aetiology and pathology (K. Harrison, F.C. Ormerod, 
T. Cawthorne, and V. Goodhill), on assessment and 
treatment of deafness in young children (E. Whetnall, 
T. E. Bordley, G. Livingstone, and F. Cavanagh), on 
mental health and the counselling of parents of young 
deaf children (I. G. Taylor). These papers all remain 
useful and up to date. The one medical paper on the 


important subject of differential diagnosis of speech 
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and hearing disorders, by W. C. Barger, is somewhat 
disappointing. It is thin in content and to the 
English reader its literary expression lacks clarity. The 
paper by L. Fisch on deafness in cerebral palsy, which 
at the conference was illustrated by a most interesting 
film, is lucid and wise. 

Among the non-medical papers of outstanding interest 
is one by a Dutch psychologist, A. Van den Horst, on 
the diagnostic testing of deaf children. It describes a 
new and most promising intelligence test for deaf 
children of school age. In his paper he once more 
underlines the importance of full assessment of the 
hearing of all mentally retarded children, a matter which 
has been stressed in Great Britain for many years. 

The book is well printed and bound, but lacks an 
index. For some reason also it employs a_ peculiar 
and confusing method of pagination so that the reader 
wishing to verify a reference rapidly may experience 
some difficulty in the attempt. 

Mary D. SHERIDAN. 


PAINFUL SHOULDER 


L’Epaule en eg ag Rhumatologique. By S. de Séze, A. 
Ryckewaert, and M. Maitre. Travail du Centre de Rhumato- 
logie Viggo-Petersen de I’H6pital_ Lariboisitre (Paris). 
tan 170; illustrated. Fr. 3,800.) Paris: Masson et Cie. 


The painful shoulder is a common crippling condition, 
but the precise anatomical source of pain and the nature 
of the pathological process involved is often hard to 
establish, and treatment may be correspondingly 
unsatisfactory. It is therefore fortunate that this group 
of eminent French rheumatologists should have studied 
the shoulder so thoroughly and produced such an 
excellent account of their findings. 

The various lesions which come tnder the general 
heading of periarthritis of the shoulder are clearly 
described and beautifully illustrated, and each diagnostic 
and therapeutic point is supported by appropriate case 
reports from their extensive practice. Though peri- 
arthritis is the most frequent cause of shoulder pain, it 
is not the only cause of this disability, and the second 
part of this book gives a good account of the other types 
of bone and joint disease as they affect the shoulder. 
This is an excellent book, and anyone who has a 
shoulder problem would do well to consult it. 


J. H. KELLGREN. 


COMMON SKIN DISEASES 


Atlas and Manual of Dermatology and Venereology. By 
Professor Dr. W. Burckhardt. ranslated and ted by 
Stephan Epstein, M.D. (Pp. 276+xiii; illustrated. £5 12s.) 
London: Baillitre, Tindall and Cox, Ltd. 1960. 


Over the course of years the Geigy Pharmaceutical 
Company has produced and circulated coloured and 
black-and-white illustrations of common skin diseases, 
with brief clinical notes and advice on treatment, under 
the direction of Professor Burckhardt, of Zurich. The 
illustrations are of exceptionally good quality, and in 
this atlas and manual Professor Burckhardt has 
collected them together and added a few good 
illustrations lent by colleagues. 

For the illustrations alone this volume would be of 
great assistance to practitioners whose visual picture of 
the less common affections may fade unless they 
maintain contact with a dermatological department. 
There is hardly a single plate that does not present a 
common disease in life-like fashion and in a natural 
pose. That of infantile eczema, for instance, almost 
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tells the story. This is easily the best atlas at such a 
price. 

Professor Burckhardt has an international reputation, 
and he has written round these plates a simple textbook 
indicating the common features and usual treatment of 
these diseases. In the latter there is, as might be 
expected, rather free use of proprietary preparations, 
not all of which are in common use here. Though 
chiefly concerned with common disorders which are 
well covered, there is mention of some quite rare 
diseases like lymphocytoma, granuloma disciformis of 
Miescher, and Kaposi’s so-called sarcoma. There are 
some useful notes on skin-testing and references for 
further reading. The work is translated by Dr. Stephan 
Epstein, of Wisconsin. 

J. T. INGRAM. 
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BREAST CANCER 


The first results of the effects of surgical 
hypophysectomy on the clinical course of metastatic 
breast cancer appeared in 1956. They came from 
Stockholm and New York, where the operation had 
already been performed for diseases other than breast 
cancer, and an efficient organization, well acquainted 
with its physiological consequences and surgical 
complications, was already in existence. At present 
detailed reports are available on the effects of 
pituitary ablation on the clinical course of well over 
500 cases of inoperable breast cancer. 

The series of cases published by Bronson Ray and 
O. H. Pearson’ covering an experimental period of 
five years records the fate of 343 patients. Of these, 
89 can be submitted to a final assessment, as their 
histories are now almost complete. Forty per cent. 
of this group obtained complete objective remissions 
of their disease for longer than six months (on an 
average 18 months). They survived the operation for 
an average period of two years; one patient had a 
remission of 44 years; the longest period of post- 
operative survival was 4 years 10 months. When 
hypophysectomy failed the average post-operative 
survival was six months, during which the disease 
was remorselessly progressive. Ray and Pearson 
believe that “ these results indicate that hypophysec- 
tomy is a practical, worthwhile therapeutic procedure 
to be recommended in the management of inoperable 
breast cancer.” 

Against this belief we have the opinion of D. W. 
Smithers,? who (though not a surgeon) has spent his 
life in the study of cancer in all its forms.and in all 
its stages. He says, “ Benefit to the few has been 
great, but at least 75% of those treated have had 
no worthwhile improvement to set against the added 





1 Ray. B. S., and Pearson, O. H., Amer. J. Surg., 1960, 90, 344, 

4 Smithers, D. W., A Clinical Prospect of the Cancer Problem. Edinburgh. 
1960. 

* Atkins, H. J. B., Falconer. M. A., Hayward, J. L., McLean, K. S., 
Schurr, P. H., and Armitage, P., Lancet. 1960, 1, 1148. 

« Bulbrook, R. D., Greenwood, F. C., Hadfield, G. J., and Scowen, E. F., 
Brit. med. J., 1958, 2, 7. 


troubles of painful treatment, disappointments and, 
sometimes, serious disabilities.’ The key word in 
this frank criticism is “disappointments,” for 
approximately 50% of all hypophysectomies for 
advanced breast cancer are total failures. This figure 
must be reduced by careful selection of suitable cases 
if such a difficult and costly operation is to survive. 
Laboratory criteria are of no assistance, and selection 
must be made on purely clinical grounds. At the 
present time there are well over 20,000 women in 
England and Wales suffering from breast cancer, and 
hypophysectomy is playing no significant part in the 
alleviation of their disease. Impartial analysis of 
available data suggests that by careful clinical 
selection a relatively high remission rate could be 
obtained in at least 1,000 cases a year, and there may 
be enough neurosurgeons available to establish a 
series of strategically placed surgical clinics to deal 
with this number of patients. 

There are several clearly defined clinical varieties 
of inoperable breast cancer which respond exception- 
ally well to hypophysectomy. One such group, 
reported by Ray and Pearson, was composed of 68 
women who developed metastatic breast cancer 
before the menopause and had been subjected to 
bilateral oophorectomy ; 23 patients in the group 
obtained an unequivocal objective remission. When 
the disease again became progressive hypophysectomy 
was performed and 21 (91%) of these obtained a 
second objective remission. A further 16 patients 
obtained a less obvious remission of the disease after 
castration and 12 (75%) of these obtained a second 
remission. Of the 29 remaining patients who did 
not respond to castration, only 7% responded to 
hypophysectomy. It is impossible to deny that “ the 
response of the pre-menopausal breast cancer patient 
to castration provides highly reliable information 
concerning the subsequent response to hypophysec- 
tomy.”* An objective response to androgens in 
pre-menopausal women is of less value than the 
response to castration, and it is the experience of 
most observers that, if adrenalectomy has failed to 
induce a favourable response, the remission rate after 
hypophysectomy is reduced to about 24% and its 
duration is almost always short. 

In this issue of the Journal (p. 613) Professor R. B. 
Welbourn and his colleagues, of the Royal Victoria 
Hospital, Belfast, have analysed the clinical factors 
which may influence the response to surgical 
hypophysectomy in advanced breast cancer. The 
report is based on a total of 75 cases, in 54 of whom 
the pituitary fossa was packed with yttrium-90 oxide 
after the gland had been removed. An objective 
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remission was obtained in 43% of their patients. It 
was found that patients who had bony metastases, 
with or without active disease in the region of the 
primary growth, had a higher remission rate than 
those whose metastases were limited to distant viscera 
and soft tissues. Remissions occurred in a higher 
proportion of patients who were still menstruating 
than those who had had a natural menopause. The 
response was apt to be more favourable when 
hypophysectomy was performed within six months of 
the disease becoming uncontrolled than when it was 
delayed beyond this period. The best results were 
obtained in pre-menopausal women whose disease 
had metastasized to bone and were operated on 
within six months of this event. 

The results of the Belfast group are at variance in 
one respect with those of Hedley Atkins and his 
colleagues* and of Ray and Pearson.* The Belfast 
figures fail to show any difference in responsiveness 
between metastatic tumours which were slowly and 
those which were rapidly progressing. The period 
between mastectomy and the appearance of 
metastases (the “free interval”) in human breast 
cancer varies from less than 1 to 25 years. Ray and 
Pearson found that when this free interval was less 
than a year the remission rate was 33% ; between 
one and two years it was 47% ; between two and four 
years, 52%, and when over four years it reached 


66%—a remission rate which is of obvious value in . 


the selection of patients likely to respond to 
hypophysectomy. It may well be that these 
differences do not become apparent if the number of 
patients falling into each age group does not reach 
an adequate size. The implication of recent reports 
on the results obtained by hypophysectomy seems to 
be that further careful discussion is needed on the 
future of this operation in the treatment of breast 
cancer. 

This issue of the Journal includes a paper (p. 617) 
by Dr. G. I. M. Swyer and his colleagues from 
University College Hospital, London. They provide 
sound chemical evidence that the pre- and post- 
operative levels of urinary oestrogens as determined 
by sensitive chemical methods, employing partition 
chromatography and fluorimetry, show no correla- 
tion with a favourable or unfavourable clinical 
response to oophorectomy or adrenalectomy. This 
confirms the findings of R. D. Bulbrook and 
colleagues. It seems that cellular proliferation in 
mammary cancer does not depend on the absolute 
amount of oestrogen secreted but on the attainment 
of a balance between the production of oestrogen 
and that of a pituitary mammotrophic hormone. 


REGULATION OF ALDOSTERONE 
SECRETION 


The physiological mechanisms regulating the rate 
of secretion of adrenal hormones have occupied 
physiologists and clinical investigators for many 
years. The rate of secretion of the two principal 
steroids produced by the gland, hydrocortisone 
(cortisol) and aldosterone, may vary independently of 
one another, and it is now apparent that cortico- 
trophin (A.C.T.H.) is not the most important trophic 
hormone in the control of aldosterone secretion, at 
least in man. Nevertheless, corticotrophin is not 
entirely without effect on aldosterone secretion, since 
both in animals’ and in man? * the administration of 
this substance produces a temporary rise in the 
production of aldosterone, perhaps by increasing the 
availability of precursors. Hypophysectomy reduces 
the amount of aldosterone secreted in man, and 
patients with long-standing hypopituitarism do not 
respond to suitable provocation by as great an 
increase in production of aldosterone as do normal 
subjects.* 

Since secretion of aldosterone is not affected by 
transplantation of the adrenal gland,° the regulating 
mechanism is thought to be humoral. Support for 
the existence of such a circulating humoral factor 
comes, first, from the cross-circulation experiments 
of J. O. Davis and colleagues,* in which provocation 
of aldosterone secretion in an adrenalectomized 
animal led to an increased secretion of aldosterone 
in its parabiotic twin, and, secondly, from the work 
of D. A. Denton and colleagues’ on sheep with 





1 Giroud, C. J. P., Saffran, M., Schally, A. V., Srachenko, J., and Venning, 
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transplanted adrenals, which responded to suitable 
provocation as though they possessed innervated 
adrenal glands in their normal place. 

A clue to the nature of the hypothetical hormone 
was provided by E. P. Ralli and colleagues,’ who 
isolated from the urine of adrenalectomized rats 
deprived of salt a substance which reduced the 
urinary sodium/potassium ratio when injected into 
intact rats. Further work along these lines*”’? has 
shown that the active material cannot be ultrafiltered 
or dialysed through collodion membranes ; in this 
respect it behaves like a protein, but its solubility 
characteristics suggest that it is a lipoid substance 
bound to protein. Such a compound may exist in 
human urine.'"* G. Farrell and colleagues have 
likewise isolated a lipoid material which stimulates 
production of aldosterone in decerebrate dogs. This 
substance was extracted from brain tissue. The area 
responsible for the production of the active material 
has been narrowed down to the region of the pineal.'* 
Chromatography of this material from the pineal area 
resulted in the separation of a fraction which 
stimulated secretion of aldosterone and another 
fraction which inhibited its secretion.'* 

The source of the stimulating hormone is still 
uncertain. Farrell and colleagues have performed 
serial lesions of the brain-stem in dogs and cats in an 
attempt to find a site the destruction of which caused 
the greatest depression of aldosterone production.** 
This proved to be in an area of central grey substance 
round the cerebral aqueduct just rostral to the pineal. 
Removal of the pineal in the dog resulted in reduction 
of aldosterone secretion, but within a week this had 
returned to normal. Some confusion has recently 
been introduced by the report of Davis and colleagues 
that decapitation does not abolish the rise in 
aldosterone secretion that follows the stimulus of 
bleeding.’” The response, however, is abolished by 
nephrectomy.'* If Davis’s observations are con- 
firmed, the kidney may prove to be a site of 
production of aldosterone-stimulating hormone. The 
juxtaglomerular apparatus, which increases in size 
during a recognized stimulus to aldosterone secretion 
—namely, sodium deprivation—is an obvious 
candidate for the honour.’* 

Present evidence thus suggests that the effector 
mechanism stimulating the secretion of aldosterone 
is a trophic hormone analogous to corticotrophin. 
It has been variously termed “glomerulo- 
trophin,” “adrenoglomerulotrophin,” or “aldo- 
sterone-stimulating hormone.” Its chemical nature 
remains to be elucidated. All that can be said at 
present is that it is a lipid of considerable potency, 


since 8 ug. administered to a dog causes an increase 
in secretion of aldosterone.” 

There remains to be considered the efferent limb 
of such a reflex mechanism. Many stimuli are known 
to provoke an increased secretion of aldosterone ; 
they include loss of blood, deprivation of sodium 
and other forms of dehydration, constriction of the 
inferior vena cava, constriction of the common 
carotid arteries, and administration of potassium. 
Common to all these, with the exception of the last, 
is an alteration of circulatory haemodynamics, and in 
particular a reduction of circulating blood volume. 
Various areas of the vascular tree have therefore 
been examined for possible sites of receptors 
concerned in regulation of aldosterone. Interest has 
focused on two areas. One, situated in the right 
atrium or at the root of the great vessels, appears to 
mediate reflexes which decrease aldosterone secretion 
mediated via the vagus nerve." The other, situated 
at the junction of the thyroid artery and common 
carotid in the dog, mediates reflexes concerned with 
increase in aldosterone secretion.?* The effective 
stimulus appears to be a reduction of pulse pressure.”* 
Potassium may act by directly affecting the receptors 
in this region.** 

Study of the physiological control of aldosterone 
secretion is thus beginning to provide an 
outline of the complex mechanisms concerned. 
Completion of these studies may provide an 
understanding of the development of secondary 
hyperaldosteronism leading to sodium retention and 
oedema in various diseases such as cirrhosis of liver, 
nephrosis, and possibly heart failure, and give a clue 
to how best it may be corrected. 








HOSPITAL INFECTION 


The January issue of the Journal of Clinical Pathology 
(which has a redesigned cover and other typographical 
improvements) is a special number’ dealing with the 
problems of hospital cross-infection, and is 
appropriately dedicated to Dr. Leonard Colebrook, 
who devoted his career to this subject more com- 
pletely than any other man in this country and 
century. In the thirties interest was centred on 
streptococcal infection, notably in obstetrics and 
largely also in surgery. For therapeutic reasons this 
infection has receded from its leading position to a 
very subsidiary capacity for doing harm, but, as Dr. 
Mary Barber points out in an introductory article, 
the same therapeutic advances have been much less 
successful in controlling staphylococcal infection, and 
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indeed seem in some ways to have favoured it. Apart 
from this replacement of one principal kind of sepsis 
by another, two other changes are noteworthy in this 
general field of study. One has been the recognition 
of other varieties of cross-infection—those attacking 
infants as well as mothers, urological cases as well as 
wounds and burns, and even medical as distinct from 
surgical patients. 

The second change has resulted from a 
re-examination of methods of sterilization and 
disinfection, many of which are now recognized as 
having been faulty. Simple cleaning methods, whether 
of floors, walls, various fabrics and utensils, are also 
important and have been the subject of extensive 
study. All these matters are concerned in the main- 
tenance of a hospital environment as free as possible 
from pathogenic bacteria. 

It is thus not surprising that of the 19 articles in 
this issue, contributed in response to invitation by 
authors with special knowledge of their subjects, no 
fewer than 11 are concerned with methods of steriliza- 
tion and disinfection. The choice of methods of 
sterilization is discussed by R. Knox, the autoclave 
by J. W. Howie, and the application of dry heat in 
two papers by groups of authors, one describing a new 
type of forced convection gas-heated oven for 
syringes, the other distinguishing four different 
methods of applying dry heat: these are the simple 
oven; the conveyer oven in which syringes pass 


through a chamber where they are raised to a 


temperature of 180° C. by infra-red heaters ; con- 
ducted heat applied by inserting syringes or instru- 
ments into holes in a metal block maintained at the 
requisite temperature ; and, finally, infra-red heating 
ina vacuum. This last and newest method has been 
devised for instruments as an alternative to auto- 
claving when steam is not available: it is rapid and 
efficient, and, since the only damage which heat can 
do to instruments is by oxidation and they are cooled 
at the end of the cycle by admitting nitrogen, no 
tarnishing or loss of sharpness can result. 

E. M. Darmady and some of his colleagues, who 
describe these forms of apparatus, also contribute the 
article on radiation sterilization. It is now established 
that ionizing radiation from a sufficiently powerful 
source, whether cobalt-60 or a linear accelerator, will 
sterilize, and both catheters and disposable plastic 
syringes so sterilized are on the market. These 
authors carried out tests at the Wantage Research 
Laboratory of the Atomic Energy Research Establish- 





1 J. clin. Path., 1961, 14, No. 1. 

? Lowbury, E. J. L., and Lilly, H. A., Brit. med. J., 1960, 1, 1445. 
s —— —— and Bull. J. P., ibid., 1960, 2, 1039. 

* Bate, J. G., Lancet, 1961, 1, 159. 


ment, contaminating syringes and catheters with 
various bacteria, and satisfied themselves that 2.5 
Mrad achieves “a high degree of sterility”: they 
point out that any package so treated must be depend- 
ably sealed to prevent re-contamination. Ethylene 
oxide is the subject of a short paper by J. C. Kelsey. 
This remarkable substance, which kills spores almost 
as easily as vegetative bacteria and might seem to be 
the ideal means of sterilizing all kinds of heat-sensitive 
and otherwise difficult materials, is represented as 
difficult to use: an efficient apparatus costs £2,000 
or more, and the only suitable place for it is said to 
be a central depot supplying a region. But why 
should not a small ethylene oxide sterilizer be 
designed at only a fraction of this cost? Beta- 
propiolactone, a rival sterilizing agent which seems 
to be gaining popularity in the United States, is not 
mentioned. 

Disinfection, which may be defined as eliminating 
pathogenic, but not necessarily all, bacteria and is 
commonly achieved or attempted by chemical means, 
is the subject of five other papers. W. A. Gillespie 
discusses the general question of how germicides can 
be used as a barrier to infection, with some emphasis 
on the treatment of nasal staphylococcus carriers and 
on the precautions necessary to prevent ascending 
infection of the urinary tract. Two papers deal with 
skin disinfection, that by E. J. L. Lowbury 
recapitulating important findings recently published 
in this journal.?* I. K. Larkin and his colleagues 
describe a method of disinfecting blankets with a 
solution containing synthetic phenols: this appears 
to be effective, simple, non-damaging, and reasonably 
inexpensive. Darmady and his colleagues have also 
tackled the vexed question of bed-pan disinfection : 
the method they favour is preliminary sluicing, 
followed by treatment with hot water and detergent 
in a machine primarily intended for dish-washing. 
J. G. Bate has studied the performance of vacuum 
cleaners: unless these retain infected particles even 
of small size they may obviously disseminate infected 
material rather than remove it. The somewhat 
elaborate method required to study filtration capacity 
is described but unfortunately no results are given: 
for these the reader is referred to another paper.‘ 
Other contributions are on the control of infection in 
wards and in operating theatres and on the organiza- 
tion of central sterile supply departments. The whole 
issue affords a comprehensive picture of the efforts 
which are now being made to prevent hospital 
infection. There is much in it which will be found 
helpful and even a good deal which will be new to 
many readers. 
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CHLORAMPHENICOL TOXICITY 


The occurrence of aplastic anaemia in patients being 
treated with chloramphenicol, though confined to a very 
small proportion of those exposed, is so dangerous a 
development that many physicians feel it wise to avoid 
using the drug systemically when any alternative 
effective therapy is available. There are circumstances, 
however, when chloramphenicol remains the agent of 
choice, despite its risks, and this fact, together with the 
increasing incidence of bacterial resistance to more 
commonly used antibiotics, lends particular interest to 
a study of reversible toxic changes in bone-marrow cells 
during administration of chloramphenicol recently 
reported by L. M. Rosenbach and colleagues.’ Similar 
changes were observed in each of three patients and 
consisted of striking vacuolization of the erythroblasts, 
less vacuolization of granulocytes, plasma cells, and 
megakaryocytes, and an arrest of erythroid maturation. 
These findings were taken to indicate a toxic effect of 
chloramphenicol on haemopoiesis which might progress 
to more severe injury and eventual aplasia if the drug 
were continued. Withdrawal of chloramphenicol at this 
stage was followed by disappearance of the vacuoles and 
recovery of full activity of the bone marrow, with 
temporary erythroid hyperplasia and __ peripheral 
reticulocytosis. 

While these observations do little to explain how 
chloramphenicol acts on haemic cells, since the content 
and genesis of the vacuoles remain unknown, they do 
offer a potential practical contribution, since, as the 
authors suggest, the search for such toxic changes by 
regular examination of the bone marrow in patients on 
chloramphenicol may enable incipient aplastic anaemia 
to be detected at a stage when it is still reversible. The 
risk of using systemic chloramphenicol may perhaps be 
reduced by the use of this criterion as well as by keeping 
a close watch on the reticulocyte count, which has been 
shown to fall in the early stages of chloramphenicol 
haemotoxicity.* Studies of plasma-iron patterns may 
also be helpful, for they show at the same stage an 
increase in the level of plasma iron and increased 
saturation of plasma-iron-binding globulin. Never- 
theless, such control studies have not yet been proved 
to be effective and they are unlikely to be generally 
practicable. They do not therefore provide any 
justification for relaxation of existing caution in 
prescribing systemic chloramphenicol at the present time. 


UNCLASSIFIED MYCOBACTERIA 


When isolated from human sources, mycobacteria 
other than tubercle bacilli have been termed unclassi- 
fied, anonymous, or atypical. They have been divided 
by E. H. Runyon‘ into four groups, mainly on the 
basis of colonial pigmentation and speed of growth. 
Actively growing group I colonies turn yellow or orange 
within 48 hours after exposure to light for one hour 
and are therefore called photochromogens. Group II 
colonies are roma pigmented in the light or in the 
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dark (scotochromogens). Group III colonies usually 
have a buff pigmentation similar to colonies of tubercle 
bacilli or are white (non-pigmented or Battey type). 
Group IV strains grow more rapidly than tubercle 
bacilli or strains of the other groups, yielding colonies 
within five days on nutrient agar (rapid growers). 

Unclassified mycobacteria appear under circumstances 
suggesting that they are the causative agents of disease 
or as contaminants. In Great Britain, group I strains 
have been isolated repeatedly in pure culture from 
about 0.5% of patients with radiological appearances in 
the lungs characteristic of tuberculosis.°* The disease 
runs a course closely similar to true pulmonary 
tuberculosis and there are only minor differences in the 
histology of resected lesions.’ Infections caused by 
group III strains appear to be rare in Britain but are 
frequent in certain areas in the world, particularly the 
southern regions of the United States and Australia.‘ 
In patients with infections due to group I or group III 
strains, the Mantoux reaction to human tuberculin or 
P.P.D. is frequently weak, whereas it is strong to 
corresponding preparations made from the unclassified 
organisms. Futhermore, a survey with human and 
group III P.P.D. has suggested that the low degrees of 
tuberculin allergy rather frequently found in normal 
persons may be due to infections with group III 
organisms in areas where they commonly cause 
disease. Group I are commonly encountered as 
contaminants in diagnostic cultures and are often found 
in mixtures with tubercle bacilli. However, they have 
occasionally been isolated from caseous lymph glands 
in pure culture. Group IV strains are infrequent in 
sputum; very rarely they appear to have caused 
pulmonary lesions, when they have been obtained in 
pure culture from resected material, and they have also 
been obtained from glands. 

The unclassified mycobacteria are resistant to most 
of the chemotherapeutic drugs commonly used in the 
treatment of tuberculosis. However, group I strains 
are almost always fully sensitive to thioamide (1314TH), 
cycloserine, and thiacetazone, and they have low degrees 
of resistance to isoniazid. In experimental infections 
in the mouse, isoniazid in high dosage has appeared to 
be promising.‘° In man, small series of patients have 
been treated with high doses of isoniazid (plus 
pyridoxine), thioamide, and cycloserine; the use of 
two of these drugs together is advisable. Surgical 
treatment has been frequently required. 

In the laboratory, the recognition of unclassified 
mycobacteria is difficult, since the colonial appearance, 
particularly before exposure to light, is superficially 
similar to that of tubercle bacilli. The disease produced 
in the guinea-pig is not progressive, but many isoniazid- 
resistant tubercle bacilli also fail to cause progressive 
disease. The niacin test’! is a simple procedure which 
can be used as a reliable routine screening test,!? though 





, Runyon, E. H., Med. Clin. N. Amer., 1959, 43 
5 Nassau, E., and Hamilton, G. M., Tubercle bakes . 1957, 38, 387. 
* Selkon, J. B., and Mitchison, D. A., ibid., 1959, 40, 
7 Christianson, L. C., and Dewlett, H.J., Amer. J. Med. 1960, 29, 980. 
® Edwards, P. Q., and "Edwards, L. B., Amer. Rev. resp. Dis., 1960, 81, Part 2, 1. 
* Noufflard, H., Brissaud, H.-E., and Lacassie, F., Arch. frang. Pédiat. ; 1959, 
10 ee Jr., Smith, M. M., and Montalbine, V., Amer. Rev. Tuberc., 
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bovine tubercle bacilli as well as unclassified myco- 
bacteria will produce a negative result. Additional 
tests of value are systematic exposure of the cultures 
to light followed by 48 hours’ reincubation and 
examination for pigmentation ; growth at 22° C.; and 
the catalase test. Unclassified mycobacteria usually 
grow at 22° C., and all except some members of group 
III are more strongly catalase-positive than tubercle 
bacilli, especially when growing on medium containing 
high concentrations of isoniazid. 
DEATH IN THE FURROW 

For over 5,000 years man has been consciously altering 
his natural environment in various ways to serve the 
needs of agriculture. But only in the last 100 years 
has his interference been so effectual as to raise serious 
doubts about some of the consequences. From being 
an ally of nature in winning its fruits he is beginning 
to look more like an enemy. The immediate result has 
been greatly to increase the yield of crops. Scientific 
breeding programmes guided by genetic research have 
provided plants that give healthier, more abundant, and 
more uniform seeds, fruits, and pastures, while improve- 
ments in the selection and gathering of sowing-seed 
have produced purer stands of crop plants. The size 
of crops is further increased by the liberal application 
of insecticides, fungicides, and fertilizers, and yet again 
by the cultivation of land that only modern machinery 
is able to attack. Thus we see the destruction of 
hedgerows, clearing of scrubland, drainage of swamps, 
and ploughing of steep slopes on the thin soil of the 
chalk downs. The disturbance that all this causes to 
the natural relationships between wild animals and plants 
themselves, and between them and man’s domestic 
animals and crops, has for some time caused concern. 

The Ministry of Agriculture is only one of several 
bodies that have issued advice from time to time on 
how to minimize the hazards while reaping the benefits. 
But it can be no surprise that a report! was issued last 
week drawing attention to considerable accidental 
destruction of birds and mammals by toxic chemicals. 
The data presented are sufficient to suggest that a 
thorough investigation should be carried out in order 
to assess more accurately what damage some of these 
chemicals are causing to wild life. The report itself 
is based on records collected by the British Trust for 
Ornithology, the Royal Society for the Protection of 
Birds, and the Game Research Association. The picture 
it gives is necessarily sketchy, though some evidence 
from post-mortem examination of birds is included 
which suggests, without firmly proving, that they died 
from ingesting seed-dressing chemicals. 





The serious damage that can result from upsetting the - 


balance of nature, or at least from failing to replace it 
by an equally coherent system, is well known from 
experience of “dust bowls” and from the excessive 
reproduction of some animals and plants introduced 
into an alien environment. Enthusiasm for quick 
returns can lead to impoverishment in the long run. 
Despite the imperfections of the evidence in the present 





‘ Report No. 1 of the B.T.O.-R.S.P.B. Committee on Toxic Chemicals, The 
Deaths of Birds and Mammals connected with Toxic Chemicals in the 
first half of 1960. The Royal Society for the Protection of Birds, 25 
Eccleston Square, London S.W.1. 
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report, many would agree with its authors that the 
problems are urgent and in need of scientific inquiry. 
The Ministry of Agriculture has agreed to help in this. 


SUBSCRIPTION TO THE B.M.A. 


The letter from the Chairman of Council and the 
Treasurer sen. this week to all B.M.A. members in the 
United Kingdom announcing the Council’s intention to 
recommend subscription increases will cause no surprise 
to those who have heeded the warnings of recent years. 
The proposal to be put before the Representative Body 
in Sheffield in July is that, as from January 1, 1962, the 
standard rate of subscription for members in the United 
Kingdom should go up from seven guineas to nine 
guineas. Changes in the concessional rates are still 
under discussion. 

The Chairman of Council and the Treasurer point out 
in their letter that an increase in the standard rate to 
nine guineas is what the Council recommended to the 
Representative Body in 1959. At that time the Council 
was looking to the future and warned that the Associa- 
tion could not continue to finance its essential and 
expanding activities on a budget which avoided a deficit 
only because of the income from properties and the 
satisfactory financial position of the B.M.J. and its 
associated publications. No managers of a concern 
committed to spending over £300,000 per year could 
account for their stewardship with any satisfaction when 
their guaranteed income fell short of requirements and 
they thought their reserves to be inadequate. The 
Representative Body decided to increase the standard 


_Tate by one guinea to seven guineas. 


The Council’s reasons now for wishing to put up the 
standard subscription to nine guineas are substantially 
the same as they were in 1959, and they have the added 
force that some of the rises in costs foreseen then 
have happened. The budget for the coming year 
has risen to £350,000. This is in part the result of 
inflation but also of improved services to members. The 
annual clinical meetings, to mention but one of the 
newer activities, have firmly established themselves as a 
popular feature in the B.M.A. calendar. Personal 
services to members have recently figured more 
prominently in the benefits of membership, and more is 
to be done to support the work of the Divisions. 

A strong association which can speak with authority 
for doctors is so obvious a necessity that it needs no 
arguing. What is not always so readily acceptable is 
the need to guarantee its financial strength. The 
Council has been advised that the B.M.A.’s regular 
income should be such as to cover foreseeable expendi- 
ture and that reserves of at least equal to one year’s 
subscription income ought to be built up: its recom- 
mendation to raise the subscription is therefore a matter 
of logic and prudence. 


We record with regret the death on February 26 of 
Sir Thomas Fairbank, the distinguished orthopaedic 
surgeon. He was consulting orthopaedic surgeon to 
King’s College Hospital and consulting surgeon to the 
Hospital for Sick Children, Great Ormond Street. 
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A YEAR’S SURGERY IN FIJI 


BY 


J. M. FOREMAN, F.R.C.S., F.R.C.S.Ed. 
Medical Department, Lautoka, Fiji 


This account of surgical work in Fiji may give some idea 
of what a surgeon can expect in any tropical area. Since 
my arrival I have kept records of every operation I have 
performed in the general theatre. These cover such an 
interesting and satisfying range of surgery that others 
may be stimulated to forsake the rather limited surgical 
scope Offered to the average surgical registrar in the 
United Kingdom and go to the Tropics, even with all 
the drawbacks. 

The records exclude all cases dealt with in the minor- 
operations theatre (average 28 a month) and the plaster- 
room (average 105 a month), and all surgical cases which 
did not come to the theatre. All elective chest surgery 
was dealt with in another unit by another surgeon, and 
gynaecological and ophthalmological operations were 
done for only six months of the year under review. 
Otherwise the figures represent the whole field of surgery 
as seen in Fiji in one year. To my knowledge no patient 
needing treatment has been turned down for any form 
of surgery, of whatever magnitude. For six months of 
the time I was the only specialist surgeon (apart from 
the gynaecologist) for the whole population. 

There are three main hospitals in Fiji serving a multi- 
racial population of 387,646. The surgery was carried 
out in the two largest, six months in each. There are 
numerous rural hospitals with reduced facilities run by 
an assistant medical officer (A.M.C.). These A.M.O.s 
are trained in a five-year course at the Central Medical 
School, Fiji, and graduates of recent years are not 
greatly behind graduates of United Kingdom medical 
schools in either knowledge or ability. Students come 
to the Central Medical School from Papua/New Guinea, 
New Hebrides, Eastern and Western Samoa, United 
States Trust Territories (which include the Marianas, 
Carolines, Marshall group, Guam, Yap, and Truk), Cook 
Island, Niue, Gilbert and Ellice Islands Colony, British 
Solomon Islands, and Tonga, as well as from Fiji. The 
surgical cases from the rural hospitals and dispensaries 
are referred to the three base hospitals. 


In Fiji the only tropical diseases that have come to my 
notice are: (1) filariasis, producing filarial hydrocele and 
massive enlargement of the limbs ; (2) amoebiasis, with 
liver abscess (may be empyema) and amoeboma of 
bowel ; (3) leprosy, with trophic ulcers and nerve lesions, 
for which the surgeon may be required to undertake 
diagnostic ulnar-nerve biopsy and nerve decapsulation, 
and reconstructive surgery for deformed hands (as yet 
not fully developed in Fiji) ; and (4) yaws, with inflam- 
mation and ulcers of the legs and cracked feet (crab 
yaws). 

Medical cover in Fiji is very good, with one trained 
medical practitioner to every 2,000 of population. 


Types of Operation Performed 


During my first 12 months in Fiji I performed 890 
operations. These were divided into arbitrary groups as 
follows : 


Urology (other than prostatectomy), 76. Mostly cystoscopy and 
ureteric catheterization (45), but also nephrectomy (4), 
nephro-ureterectomy (2), uretero- and pyelo-lithotomy (4), 
orchidectomy (2), excluding three orchidectomies with com- 
plete closure of inguinal canal for large and recurrent hernias 
in the elderly. 


Haemorrhoidectomy, 28. 
Evacuation of uterus, 30. 
Ophthalmology (iridectomy and enucleation), 5. 

Prostatectomy, 26. All were retropubic prostatectomies apart 
from two transurethral resections for carcinoma of the 
prostate. 

Orthopaedics / Trauma (excluding burns but including all amputa- 
tions), 92. This figure is a very small proportion of all the 
injuries treated, for these patients were almost entirely dealt 
with in the plaster-room. 

Gynaecology (excluding evacuation of the uterus but including 
caesarean section), 53 (includes four Wertheim’s hyster- 
ectomy). 

Appendicitis, 66 (all except three acute or after abscess). 

Tonsillectomy (with or without adenoidectomy), 75. 

Inguinal hernia (some bilateral), 95. 

Hydrocele, 26. 

Fistula in ano, 19. 

Plastic surgery (including burns, excision of skin lumps, and 
cleft lip and palate), 79. 

Cholecystectomy, 16 (including common bile-duct drainage). 

Varicose veins, 7 (all dealt with by stripping). 

Paediatric surgery (other than tonsils, cleft lip and palate, and 
hernias), notably myelomeningoceles, imperforate anus, 
Hirschsprung’s disease), 16. 

Otolaryngology (other than tonsils), 41. 

Breast (abscess and carcinoma), 22. 

Colon (procedures including colectomy and colostomy), 19. 

Thyroidectomy, 8. 

Gastric operations, 14 (perforations, 4; gastrectomy, 6; gastro- 
enterostomy, 2). 

Empyema (drainage of chest), 7. 

Others, 70 (in this category are most of the “ interesting’ opera- 
tions). 


Gynaecology and Ophthalmology 


During the first six months, when I was working on 
my own in a district hospital, gynaecology took up a 
considerable portion of the time, and this was in circum- 
stances that excluded any investigation of cases of 
uncertain pathology: thus there were comparatively few 
diagnostic D. and C.s, for there was enough to do trying 
to cope with the flood of gross lesions such as massive 
fibroids, carcinoma of cervix requiring Wertheim’s 
hysterectomy (and two cases which needed uretero-colic 
anastomosis on account of malignant fistula), and large 
chronic inflammatory masses of the appendages. To a 
general surgeon unused to the manceuvre, hysterectomy 
is a rather exciting exercise, and I had much greater 
peace of mind after I made a routine of putting catheters 
up both ureters preoperatively. 

Caesarean section is likely to fall to the lot of anybody 
undertaking surgery in an outpost of the Empire, and 
the average general surgeon is quite unprepared for this 
exercise. The little I had seen of the operation had been 
conducted in an atmosphere of extreme haste and 
urgency, an attitude which I presumed must be “the 
done thing.” I conducted my first few cases in this 
manner and rather surprised myself by delivering the 
first baby through a lower-segment incision in a matter 
of minutes. But it was not long before there was trouble 
in delivering the child, and in this atmosphere of 
indecent haste I lost the baby. After seeing an expert in 
action I reduced the tempo to that of an elective surgical 
operation—with relief to all concerned. 

At the district hospital I was also responsible for the 
emergency ophthalmology, but any patient who could 
and would travel 150 miles to the specialist A.M.O. 
ophthalmologist was sent on. 


Fractures and Trauma 
Fractures and trauma in general took up much time. 
There were some characteristic traumatic lesions. Indians 
use cane knives in their arguments, so that there are an 
unusual number of ulnar-nerve lesions with clean 
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division of the ulna, or the pisiform, when a protective 
forearm is struck. Fijians use sticks, so that the 
equivalent lesion is a transverse fracture of the ulna 
without displacement. Accidental division of the tendo 
Achillis is another common cane-knife injury. The 
subjects of some of the cane-knife attacks are of interest 
only to the morbid anatomist. 


There is much florid osteomyelitis, and sequestrectomy 
is a fairly common operation. Talipes takes up quite a 
lot of time, and at the time of writing there are seven 
patients under treatment (by weekly manipulations and 
plaster according to the Kite technique) at the main 
hospital. Above-knee amputations are commonplace 
owing to the large amount of gross diabetic sepsis. 

Many more appendices could have come out if chronic 
pain in the right iliac fossa had been regarded as an 
indication for appendicectomy. Tonsils also were 
removed with great reluctance, or clse the tonsillectomy 
figure would certainly have been much higher. Only 
one Fijian had this operation, compared with 55 Indians, 
who are not much more numerous in the population: 
The Fijians appear to come to no harm from their habit 
of tonsil retention. 


I have done only two femoral hernias and four 
incisional hernias in Fiji, which emphasizes the 
preponderance of inguinal herniation (95). Hydroceles, 
due to filariasis, are thought to be very common in the 
Pacific islands, but 26 in a year does not seem a 
tremendous number, and it would be interesting to know 
how many the average surgeon in the United Kingdom 
operates on in a year. 


Plastic Surgery 


Cleft lip and palate surgery is quite a trial to the 
uninitiated, and this work (16 cases) has taken up a lot 
of time, notably in intensive preparatory reading— 
repeated and reassessed between cases. This type of 
surgery was quite unintelligible to me as an under- 
graduate, and to a less extent as a Fellowship candidate, 
but the complexities largely resolve when one case has 
been done and the three-dimensional nature of the 
condition appreciated. It is certainly a condition that 
does not lend itself to teaching by the written word, or 
even diagrams. Plastic surgery in general is an important 
part of the work (79 cases), there being much call for 
skin replacement, especially after extensive burns. 
Further, there is need for elective skin transfer in radical 
excision of malignant growths of the head and neck—for 
instance, laryngo-pharyngectomy and extensive oral 
cancer. No radiotherapy is available in Fiji. 

Although only 19 cases of fistula in ano were seen, 
it is, I think, an unusually common condition in Fiji, 
possibly because of the frequent neglect of ischio-rectal 
abscesses and the prevalence of tuberculosis in the 
colony. 

Biliary surgery has been largely confined to Indians 
(12 Indians, 3 Europeans, 1 Fijian). Fijiaas live largely 
on a vegetable diet, whereas Indians take nwuch more fat 
in their diet, in the form of ghee, a derivative of butter. 
Varicose veins form a much smaller proportion of the 
surgery than they do in the United Kingdom. It may 
be that the venous pump as a whole is kept in better 
order by the greater physical activity of the population 
of these islands. 

In paediatric surgery Hirschsprung’s disease (2 cases) 
has been a worrying problem, and it is now clear to me 
that for the occasional paediatric surgeon a three-stage 
operation is the safest: (1) laparotomy, with marking of 


the aganglionic segment and transverse colostomy ; 
(2) rectosigmoidectomy ; and (3) closure of transverse 
colostomy. 


In otolaryngology the most common procedures apart 
from tonsillectomy were antral puncture or antrostomy 
(12) and tracheotomy (9). Included were laryngo- 
pharyngectomy with block dissection of neck (2), a 
laryngo-fissure, and excision of the left upper jaw and 
orbit en bloc. It appears that tracheotomy is under- 
going a renaissance in the surgical world, and we have 
found it a life-saving procedure, particularly in severe 
head injuries (Maciver et al., 1958). Tracheotomy was 
also performed for tetanus, laryngeal papillomata, 
tracheobronchitis, diphtheria, and “‘ stove-in chest.” 


Florid Lesions 


In any tropical area pathological lesions probably tend 
to be more fully developed than in Britain -when the 
patient comes for treatment. For instance, all except 
one patient with carcinoma of the colon presented in a 
state of obstruction. Similarly, the enlarged thyroids 
were massive adenomata with gross tracheal narrowing, 
with or without intrathoracic entension ; the one toxic 
case was grossly toxic and vascular to the extent that 
there was a diffuse thrill all over the gland with an 
accompanying bruit throughout. Again, peptic ulcera- 
tion occurs in the most florid state, and it is worthy of 
comment that patients commonly put on weight after 
gastrectomy: two have put on more than 2 stone (12.7 
kg.) each within four months of the operation (all 
antecolic Polya/Hofmeister type operation). 

The category labelled “others” includes much 
unusual and time-consuming surgery. There were two 
extensive mandibulectomies for large adamantinomata, 


_a radical parotidectomy and block dissection of the neck 


for a carcinoma of the parotid (with facial-nerve palsy), 
an intradural transfrontal removal of pituitary adenoma, 
a hopeful block dissection of the neck for Hodgkin's 
disease confined to this group of glands, a mixed parotid 
tumour, forequarter amputation for a massive squamous 
epithelioma involving the brachial plexus, burr-holes for 
head injury, and obliterative endo-aneurysmorrhaphy of 
femoral aneurysm. 


Deaths 


The total of 31 deaths (occurring in hospital) in this 
series of 890 operations is made up as follows: 


Palliative cholecyst-enterostomy, | ; laryngo-pharyngectomy 
(and block dissection of neck), 2 (four and two weeks after 
operation). Nephrectomy, 1. Appendicectomy, 2. Laparo- 
tomy,1 (abdomen apparently normal at operation). Impacted 
common bile-duct stone, 1. Transurethral resection prostate, 
1. Retropubic prostatectomy, 2. Death during manipula- 
tion of fractures, 2 (one possibly a fat embolism). Hirsch- 
sprung’s disease, 1. Myelomeningocele, 1. Bilateral hare-lip, 
1. Biliary atresia, 1: Evacuation of uterus, 1. Gastric 
perforation, 1. Resection of upper jaw, 1. Suprapubic 
cystostomy, 1. Massive melaena (regional enteritis), 1. Gall- 
stone ileus, 1. Carcinoma of rectum (palliative colostomy), 
1. Fulminating pancreatitis-laparotomy, 1. Gastroenteros- 
tomy, 1. Suppurative pericarditis (from subphrenic abscess), 
1. ‘ Stove-in chest,” 1. Tetanus, 1. Tuberculous pyopneu- 
mothorax, 1. Amoebic liver abscess and empyema, 1. 

Some of the deaths were inevitable—indeed, merciful ; 
others were tragedies. Modifications of technique might 
have saved lives in the following cases. 

(1) Laryngo-pharyngectomy. Unnecessary ligation of one 
external carotid artery producing necrosis of a skin flap and 
consequent sepsis. Both patients were over 70 and had large 
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lymph-node metastases on presentation—in fact, one was 
in asphyxia. I think now that a two-stage operation would 
have been better. 

(2) Impacted stone in bile-duct. In the presence of deep 
jaundice this patient would have lived if surgery had been 
limited to removal of the stone and drainage of the common 
duct. He died from a continued ooze from the gall-bladder 
bed after the added cholecystectomy. 

(3) The patient who had transurethral resection for car- 
cinoma of the prostate and the two who had retropubic 
prostatectomies should not have died. 

(4) In the case of Hirschsprung’s disease leakage occurred 
at the suture line after one-stage rectosigmoidectomy. 

(5) The deaths of the patient with bilateral hare-lip and 
of the patient who underwent resection of the upper jaw 
were failures of immediate post-operative care and 
supervision. 

(6) In the case of regional enteritis, the area in the upper 
jejunum should have been resected. 

(7) “ Stove-in chest.” This case was dealt with by an 
early tracheotomy and external traction, but early wiring of 
the fractures would probably have been more effective. 


Conclusion 


This rather discursive comment on the surgery 
performed has barely touched on the lessons learned. 
A more detailed examination of the deaths would have 
been profitable. Again, there has been no detailed 
breakdown of the figures into the various racial groups, 
and this might have proved interesting. But I hope 
enough has been shown to indicate the volume and 
range of surgery in the Tropics. 

“Keeping the score” of all surgery undertaken, in 
terms of deaths and results, is accepted throughout the 
surgical world as a worth-while endeavour, but it has 
particular value when doing surgery in isolation, for then 
standards might easily be allowed to drop. For the 
same reason we aim at a 100% post-mortem rate for all 
surgical deaths: in fact, the rate is about 75% at present. 


Summary 


The surgery performed by one surgeon in one year 
in Fiji is stated in detail with some discussion of results. 

The routine keeping of personal operation cards— 
apart from hospital operation notes—by surgeons is 
advocated. 


I wish to thank Dr. W. H. McDonald, M.B.E., Acting 
Director of Medical Services, Fiji, for permission to publish. 
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GERIATRICS IN NEW .ZEALAND 
During the Commonwealth Medical Conference which 
preceded the Annual Meeting in Auckland the visitors 
had the opportunity of learning something about the way 
New Zealand doctors were tackling the problems of 
health and disease in a society which provides plenty of 
scope for voluntary effort within the framework of a 
Welfare State. New Zealand is paying close attention 
to the care of the elderly. One of the most remarkable 
demonstrations of it is Selwyn village—a 40-acre site 
on the outskirts of Auckland. Already a number of 
cottages and flats, designed and furnished with taste, 
are occupied by a number of ageing persons. In the 
principal building is a lounge which would do credit to 


a modern hotel, well-equipped kitchens, a dining-room, 
and a library. A chapel is nearing completion. A 
block of flats is at the blueprint stage, as well as a 
shopping centre. Those fortunate enough to be able to 
rent a flat or a cottage—at a very low rate—are proud 
of their dwellings and contented. There are a few 
hospital beds for those in need of them. 

Selwyn village was opened in 1954. It is named after 
New Zealand's first bishop—Bishop Selwyn. The 
Anglican Church has been active in its support and 
development, and it is owned by the Auckland City 
Mission. Private benefactors have generously come to 
its aid. The Government provides a subsidy. Full 
board and lodging can be obtained for £3 12s. 6d. a 
week. Cottage accommodation is provided at £2 12s. 6d. 
a week a person, plus the cost of electricity—the rent 
includes the cost of a daily dinner in the central dining- 
room. 

This, so to say, provided a fitting background for a 
paper given at the Conference by Dr. J. L. NEwman. 


Dr. Newman’s Address 


Here in New Zealand, he said, the old were the section 
of the community whom life hit hardest. They were more 
fortunate than other countries in one respect. The over-65s 
constituted 8% of the population, the under-15s 30%, and 
the workers made up the remaining 62%. These figures, 
according to population projections, were scarcely going to 
vary at all, so that in New Zealand there were not the grave 
socio-economic problems beginning to cause concern 
elsewhere. 

As a nation, they had deluded themselves into thinking 
that the payment of various kinds of “ benefits ” under their 
Social Security programme was all that was needed. They 
were only just beginning to wake up to the fact that 
abolition of actual destitution, which had undoubtedly been 
achieved, merely brought into greater prominence the no 
less real hardships from which beneficiaries of all groups 
suffered, and none more than the old. Rowntree in his 
excellent study of social conditions in York had found that 
old age was the most important single cause of poverty 
and hardship. From his own observations Dr. Newman had 
no doubt that if Rowntree repeated his work in New 
Zealand he would come to the same conclusion. The 
personal charge which many doctors made in addition to 
the Social Security payment was a hardship to many old- 
age bentficiaries. But the old were not neglected to-day, 
at least in the provision of medical attention. It was a pity 
that there was no allowance for specialist consultations. 
District Nursing services were mostly provided by the 
hospital boards; in some centres, by other agencies; in 
others, by voluntary associations; and so on. But the 
extent and availability of these services varied greatly from 
place to place according to the imagination of the local 
Board and the accessibility of the patient. The coverage in 
New Zealand was nothing like as good as that of the Queen’s 
Institute of District Nurses in England. 

Dr. Newman, continuing, said that some years ago he 
started providing temporary holiday relief in a few beds at 
Cornwall Hospital. They were able to help the old patients 
a lot by a month’s stay, and it was a real godsend to those 
who looked after them. But where hospital care was 
provided free there was no incentive to the family to keep 
their part of the bargain and have the old patient home 
again when the month was up. He believed that the provi- 
sion of short-stay holiday beds was one of the most valuable 
services that could be provided. But it should be provided 
by voluntary bodies. 


Accommodation for the Elderly 


Accommodation for the elderly was a grievous problem: 
8% of the population were over 65. But the State Advances 
Corporation, which was the country’s housing authority, 
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provided practically no homes for them. That was done by 
the local authorities on a 50% subsidy, but they were very 
tardy in recognizing the need, and developments under the 
stimulus of a National Old Folks Welfare Conference held 
in Wellington in 1955 were really only just beginning. It 
was the voluntary, and above all the religious, bodies, Dr. 
Newman said, who had shown most alacrity in pressing on 
with provision for the elderly, and Selwyn village was one 
of the biggest and best of its kind. A recent and interesting 
development had been the provision, actual or contemplated, 
of hospital beds in connexion with certain old folks’ homes. 
The provision of sick-bed accommodation by these voluntary 
organizations earned a 75% subsidy from the Government. 


Geriatric Services 


Housing old folk and arranging means of looking after 
them in case of sickness was a very different story from 
providing full geriatric services. The care of long-term 
sickness in old folk should be recognized as a special branch 
of medicine. The lack of accommodation for the frail 
ambulant and for the milder cases of mental confusion had 
led to a growth of what were called ‘“ Rest Homes ” which 
accepted elderly boarders for fees. But there was more in 
geriatrics than the care of the elderly invalid he had just 
described. Dr. Newman said geriatrics was the art of 
treating the sick old person, and art was the operative word. 
He then described three cases to illustrate what he meant. 
In one a mildly confused old lady of 88 had a cancer of 
the breast that looked as if it might ulcerate. To a surgeon 
the question was not difficult: a local amputation was all 
that was needed to avoid this complication, so he cut it off. 
Two days later the old lady was flat in bed with cot sides up, 
quite at sea mentally. A geriatrician then saw her and 
identified severe limitation of movement of one hip from 
osteoarthritis. It was clear that it was on this that her 
destinies hung. The cot sides were taken down; she was 
got out of bed and encouraged to move as much as she 
could ; and in a couple of days she was out of her severe 
state of disorientation and was discharged soon after. “If 
I had been treating this case,’ Dr. Newman said, “I would. 
probably have called in the radiotherapist rather than the 
surgeon. After all, the tumour must have been a very slow- 
growing one, and the indirect risks of operation, as the 
event showed, may have been as great as the risks of more 
conservative treatment.” 

The question of where to care for the elderly sick might be 
one of vital importance for the future of geriatrics—ordinary 
wards, special geriatric hospitals, geriatric wards within the 
general hospitals, or geriatric annexes attached to them. The 
special hospital was applicable only to their major centres 
of population. But it tended to remain isolated, with a 
detrimental effect on the training that it should be one of 
its functions to give, especially to the highest grade of nurses. 
And it was only too likely to be remote ; whereas easy access 
was absolutely essential if the interest of relatives in the 
elderly patient was to be maintained. 

The geriatric ward had the advantage of being able to 
share in all the facilities of the acute general hospital. It was 
able to, but how often did it ? It was too small to command 
the undivided attention of medical staff both at resident and 
senior level. It was usually left in the care of doctors with 
heavy commitments in the acute side, and the geriatric 
inevitably suffered. The geriatric ward was the best provi- 
sion that could be made in a smaller hospital of, say, 250 
beds: but he regarded it as absolutely essential that the 
medical staffing, at any rate at senior level, should be by a 
doctor who was not in charge of other beds. 


Geriatric Annexe Ideal 


Dr. Newman said that the ideal was a geriatric annexe to 
a general hospital. A hundred such beds would be enough 
to keep a house-physician and a geriatrician and a medical 
social worker fully occupied. A day ward of 25 beds would 
be a most valuable addition. The geriatrician’s activities 
should extend outside the annexe to the homes of prospective 
patients and he could select the cases for admission. The 


annexe should, like the geriatric hospital, admit direct as 
well as from acute wards, and it should have its own 
rehabilitation department staffed in rotation by physio- 
therapists and occupational therapists from the main hospital. 
Any place going to do justice to old patients should have on 
easy call a urologist, an oculist, an aural surgeon, and an 
orthopaedic surgeon as a minimum. These could be most 
easily available if they were normally to be found in the 
same environment, as, of course, should those other essentials 
—a laboratory and an x-ray department. 

Such geriatric annexes might eventually be a means of 
raising the general level of geriatric care throughout the 
country both by their influence on medical thought in their 
own immediate neighbourhood and by taking in old patients 
from the wards of smaller hospitals for intensive investiga- 
tion and rehabilitation before returning them to continue 
treatment nearer their own homes. 

Dr. Newman thén made a plea for adequate medical 
staffing. The elderly patient needed a complete and pains- 
taking physical examination leading to a careful assessment 
of his capacities. He also needed intermittent and repeated 
reviews in collaboration with the various therapists if their 
interest was to be sustained and waste of effort on unrespon- 
sive patients avoided. Dr. Newman’s original allocation was 
two house-physicians for 320 beds, but Auckland Hospital 
Board was able eventually to secure the addition of two 
registrars. 

Mental Infirmities 

The mental infirmities of old age presented a terrible 
problem, perhaps the biggest problem of all because of 
reluctance to recognize its existence. In the Auckland 
Mental Hospital they had an institution which would 
compare favourably with any in its achievements in removing 
restrictive provisions. They would have been able to achieve 
far more if they had more trained psychiatrists and psychi- 
atric social workers with whom to build an outdoor service. 
They were hoping to see an early amendment of the Mental 
Hygiene Act to get rid of the necessity for certification of 
those who could not speak for themselves, 

Dr. Newman thought that nearly one-third of all hospital 
bed usage was for the over-65s, and few things would do so 
much to reduce hospital costs and accelerate other admis- 
sions and promote the happiness of the elderly sick than a 
national geriatric service. Such a service must be dedicated 
to the ideals of the relief of suffering, the promotion of 
happiness, and the restoration to independence. 








MEMORIAL ORATION AT AUCKLAND 


At the Biennial Conference of the New Zealand Branch 
of the B.M.A. Mr. KENNETH MacCormick, C.B., C.B.E., 
D.S.O., F.R.C.S., gave the oration in memory of those 
medical men from New Zealand who lost their lives 
in the two world wars of 1914-18 and 1939-45. After 
referring to the previous orators, the first of whom was 
Sir ARTHUR PorrRITT, Mr. MacCormick said that he 
took great pride in the New Zealand Medical Corps, in 
which he had served in the first world war and which 
he had directed in the Middle East in the first three years 
of the second. In both wars New Zealanders went into 
battle with men from the mother country and other 
countries of the Commonwealth. The tradition that 
sustained them in the second world war was founded on 
the beaches and scarred slopes of Anzac Cove, where 
New Zealanders and Australians fought side by side. 
Nor must they forget that to the south at Cape Helles, 
and later to the north at Suvla Bay, British troops had 
shared the same struggle and the same final bitter 
disappointment. 
Spirit of Service 

After referring to the medical advances made in war, 
Mr. MacCormick talked about the spirit of service which 
had led men unquestioningly to answer the call of duty in 
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the wars of this century. But the years between the two 
world wars had brought great changes: “Intrusion of the 
State into medicine began to obscure the need for selfless 
medical service.” In the war of 1939-45 it was no longer 
a matter of answering the call of duty. It was necessary 
to get the permission of a board. “I do not say this was 
wrong, but it was definitely cramping to the spirit of volun- 
tary service.” But on active service duty came before 
thought of self. Mr. MacCormick recalled that when 
evacuation from Greece became necessary in 1941 he sought 
authority to send medical officers in some of the ships that 
were to run the gauntlet of German and Italian bombers. 
Response to his appeal for volunteers was overwhelming and 
he had to select those who were to go. Of the six, two 
medical officers lost their lives—Captain L. Douglas and 
Captain T. W. Newlands, whose ship was bombed and sunk 
off the Piraeus. He had no doubt that the same spirit of 
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service and self-sacrifice would be evoked in the face of 
any future war. But since 1945 there had been a cramping 
of the spirit of service. To-day the doctor’s role was 
circumscribed. He thought there was an urgent need to 
counter the trend away from voluntary service. Their 
country, said Mr. MacCormick, was prosperous. They lived 
in comfort. ‘May I suggest that, as medical men in a 
much-blessed country, we have some duty to look abroad 
to other, less fortunate countries—some of them our near 
neighbours in terms of modern travel—where the need for 
doctors, nurses, and drugs is often desperate? Could we 
not as a profession make a very valuable contribution to 
our own country’s part in the Colombo Plan, and in so 
doing provide young New Zealand doctors with opportuni- 
ties of service which would be to the great good of the 
individual and to the good of our profession, and. most 
important, to the good of our country ? ” 
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ANNUAL MEETING AND BIENNIAL CONFERENCE OF 
THE NEW ZEALAND BRANCH, AUCKLAND, 1961 


SUMMARY OF 
SECTION OF MEDICINE 


Friday, February 10 


Angina Pectoris 


With Professor RUSSELL FRASER in the chair, the opening 
paper was given by Sir CHARLES BURNS (Wellington), a 
review of his wide experience of this syndrome in a 
metropolitan area. He recalled Heberden’s clinical descrip- 
tion (1802), to which so little has since been added: “A 
disorder of the breast marked with strong and peculiar 
symptoms ... the seat of it and the sense of strangling 
and anxiety” giving the syndrome its name. The 
importance of a carefully elicited history had remained 
all-important both for diagnosis and for prognosis. The 
apprehensive patient might be reticent, and so serial, often 
oblique, attacks on the history might be needed. In the 
doctor this needed cheerfulness, _ leisureliness, and 
emotional tranquillity. Two important questions were, 
“What brings it on?” and “How long does it last?” 
The angina varied much in quality, often not being regarded 
as pain. Many circumstances might bring on the attack, 
and so hide the basic precipitation by effort—anxiety, cold 
wind, or a recent meal. Sir Charles had not often found 
exercise tests helpful. Finally, he emphasized the prime 
importance of observation, explanation, and encouragement. 
Help was also obtained from small doses of nitrites as a 
stand-by, and during the first months from anticoagulants. 


Cholesterol and Coronary Disease 


In the second paper, Dr. J. HUNTER (Dunedin) noted that 
New Zealand, like other prosperous countries, suffered a 
high death-rate from coronary thrombosis, and its subjects 
had also a high mean plasma-cholesterol level. Among 
1,000 New Zealand males he had found that the plasma- 
cholesterol levels rose with age to a peak mean level of 
250 mg. per 100 ml. at 40-50 years. Among 94 patients 
with coronary thrombosis he had also found at all ages a 
higher mean plasma cholesterol than among 700 controls. 

In luxury living, some essential mechanism seemed to 
lead to coronary thrombosis which might be a raised level 
of plasma cholesterol. Diets high in saturated fats and 
low in unsaturated ones tended to coronary atheroma, as 
shown by Ancel Keys and others. Yet Dr. Hunter found 
that little lowering of plasma cholesterol had followed his 
giving unsaturated fats, unless he also lowered the total 
dietary fat below 40 g. Obesity might lead both to high 
levels of plasma cholesterol and to myocardial infarction. 
His own studies found some correlation between obesity 
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and cholesterol level only among males under 40 years 
old. Also, supporting J. N. Morris’s evidence on the hazard 
of avoiding exercise, his survey of 1,000 subjects had shown 
higher levels of plasma cholesterol among the sedentary 
or white-collar workers than among the industrial ones. In 
conclusion, Dr. Hunter pleaded that the time was now ripe 
for trying the treatment of the coronary-prone patient by 
giving diets for reducing weight, diets low in saturated fats, 
and recommending regimes of regular exercise. 

In the discussion, Dr. E. HuGHEs asked whether the 
Pacific races eating the highly saturated coconut oil had 
been studied ? Dr. Hunter replied that his study of them 
was just being completed. Dr. I. Prior (Wellington) asked 
about the importance of other plasma lipids and their 
lability with emotional and other factors. Dr. Hunter 
thought the cholesterol level probably indicated many 
changes in fat metabolism. Sir CHARLES BuRNS (Welling- 
ton) cited a patient with very high levels of cholesterol 
little influenced by diets. Dr. G. KELLAwAy (Auckland) 
suggested that nitroglycerin might sometimes have 
hypotensive risks. Dr. I. AARONS (Hastings) asked whether 
the high cholesterol of myxoedema led to coronary disease. 
Dr. Hunter thought this probable, though a few incomplete 
reports suggested the opposite. Dr. G. Briccs (Melbourne) 
thought that 8-lipoprotein levels might be more significant 
than cholesterol. 


SECTION OF SURGERY 
Friday, February 10 


Sources and Sequelae of Surgical Sepsis 
Professor J. LOEWENTHAL (Sydney), who was in the chair, 
pointed out that it was only in recent years that the pre- 
operative and immediate post-operative care of the patient 
had become such an integral part of an operation. Surgeons 
had been aware that sepsis was occurring in the theatre or 
wards, that the organism was the Staphylococcus aureus, 
that this was hospital-bred, and that the incidence with such 
infection was an ever-increasing problem. A recent survey 
was undertaken to try to identify the source of the infection. 
Patients and staff were intensely investigated both clinically 
and bacteriologically. His conclusion was that over a six- 
month period there was little evidence to show that wound 
infection was initiated in the theatre. A cross-infection rate 
of 14% in the wards occurred in clean wards and 65% in 
dirty wards. Neither site of the wound, sex of the patient, nor 
the surgeon significantly affected the infection rate. The type 
of dressing, however, did: gauze pads, which absorbed 
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sweat and blood and required early changing, had a much 
higher incidence of infection. Sealed dressings were better. 
With gauze pad the infection rate was 56% in clean wards 
and with plastic seal dressings 7%. 

Of 40 infected wards 87% were infected with Staph. 
aureus either alone or with other organisms, the predominant 
type being phage type 47, which was resistant to most anti- 
biotics. Review of ward furniture, blankets, etc., showed 
that all articles were heavily contaminated with staphylo- 
cocci. Patients’ noses were swabbed on admission and 
weekly afterwards; 10% of these were found to acquire 
staphylococci weekly. The results of infection were one 
death directly attributable to it, in two cases disruption of 
wounds, and in another prolonged convalescence in hospital, 
with bed wastage. 


New Surgical Black 


In Sydney a new surgical block was being built designed 
to eliminate cross-infection. It comprised nursery units, 
four theatres, and a central supply department. The theatres 
were isolated by an air-lock so that the patient and surgeon 
entered only after a complete change of clothing. Ventila- 
tion was arranged at 17 changes per hour, the air flowing 
from the theatres outwards. Cross-infection from the 
theatres had been avoided by exhausting the intervening 
rooms. The air was cooled or warmed as indicated, filtered 
and dehumidified. The theatres were hosed-out at the end 
of each day. All instruments are prepacked, autoclaved, 
and delivered to the theatres by a service lift from the 
central 8upply department, and after use returned by a 
separate lift. Inside ~the air-lock there was an intensive 
nursing unit of four beds for the care of certain major- 
operation cases. The wards were designed so that beds 
could be used for different types of cases. All dressings 
were done in a separate treatment room with its own 
ventilating equipment. By partitioning off some wards and 
providing exhaust fans, carriers of staphylococci were 
effectively isolated. Each four-bedded unit had its own 
toilet and basin and self-closing door, and was exhaust- 
ventilated. 

Mr. ERNEST Morrison raised in discussion the question 
of the patients’ towels, advocating disposable paper ones. 
In reply Professor LOEWENTHAL (Sydney) said that these 
simply did not dry the hands, at least in Australia. Mr. 
J. W. F. Macky (Auckland) asked about masks and hand 
sterilization, and Professor LOEWENTHAL advised 12-layer 
gauze for masks and chlorhexidine for the hands ; the latter 
in his experience did not cause any skin irritation. 


Hyperparathyroidism and Renal Calculi 


With Professor J. LOEWENTHAL (Sydney) in the chair, Mr. 
ERNEST Morrison (Belfast) reported on his experience of 
398 cases of renal calculi which had attended a special stone 
clinic and had been investigated for evidence of hyperpara- 
thyroidism. At operation 74 cases were proved to have 
hyperparathyroidism—an incidence of 18.5%. It was not 
suggested that this figure represented the overall incidence, 
but from the cases seen in Northern Ireland it was thought 
that roughly 10% of renal stone cases were probably due 
to hyperparathyroidism. Mr. Morrison stressed that all 
cases of stone—even those attending hospital for the first 
time—must be suspect and fully investigated. Seventeen of 
the cases in this series had been diagnosed when they first 
presented with symptoms of stone. Gastrointestinal 
symptoms simulating peptic ulcer were common; thirst and 
polyuria were rare ; hypertension was not a common feature. 
The serum calcium and phosphorus estimations were carried 
out on all cases at least four times, as these values varied 
from time to time even in cases with hyperparathyroidism. 
Figures showing the wide variation in biochemical findings 
emphasized the need for constant review of these stone 
cases. 

By far the most important factor pointing to the diagnosis 
was a persistent elevation of the serum calcium; slight 
elevations from the normal were far more common than 
high figures. The urinary excretion of calcium was carried 


out on all cases with a raised serum calcium. This was 
not always diagnostic of hyperparathyroidism. Hyper- 
calciuria was present only in two-thirds of the cases; but 
it was also a common finding in cases of renal stone without 
hyperparathyroidism. Other investigations such as measure- 
ment of the renal-phosphate clearance and the renal 
response to the intravenous infusion of calcium had been 
carried out many times, but were found of little help in- 
confirming the diagnosis of hyperparathyroidism. Explora- 
tion of the neck was advised in cases where there was a 
history of stone and the biochemical findings were equivocal. 
At operation there were 23 cases of primary hyperplasia, 42 
cases of single and 9 of multiple adenomata. All four 
parathyroid glands should be explored, all tumours removed, 
and in the cases of hyperplasia at least three of the four 
glands removed. 

In cases of stone there was no mortality and no post- 
operative morbidity. The prognosis depended on the degree 
of renal damage at the time of operation, and was generally 
good if the blood urea was normal or only slightly raised. 
Even in cases with advanced renal damage improvement 
after operation was reported. Stones did not disappear after 
adequate parathyroidectomy, but the recurrence rate was 


considerably reduced and further renal deterioration 
prevented. 
SECTION OF. CARDIOTHORACIC SURGERY 


Tuesday, February 7 (Afternoon)* 


Anomalous Pulmonary Venous Drainage 


With Mr. G. R. Nicks (Sydney) in the chair, Mr. G. R. 
STIRLING (Melbourne) read a paper, of which he was the 
co-author with Mr. K. V. Morris (Melbourne), on surgical 
aspects of anomalous pulmonary venous drainage. He said 
that 12 cases of partial anomalous venous drainage in 
association with atrial septal detect had been dealt with, 
and 10 of these were of the sinus-venosus type. The 
incidence of anomalous veins in cases of atrial septal defect 


“at the Alfred Hospital at Melbourne was 20%. Radio- 


logical diagnosis was unsatisfactory, but the veins could 
usually be demonstrated by catheterization. It was not, how- 
ever, his practice to catheterize clinically straightforward 
patients with atrial septal defects. He favoured operation 
even of a symptomless patient, and employed the atrial-well 
technique. In all sinus-venosus cases a prosthesis was 
fecessary, and this could be fixed with accuracy by using 
the well. 

One rare case of total anomalous venous drainage (in 
which all the pulmonary veins instead of merely those of 
part or all of the right lung drain into the right heart) had 
been successfully operated upon. The patient was a child 
weighing 7 kg., and by-pass was used to anastomose the 
posterior wall of the left atrium to the anterior surface 
of the common pulmonary vein. The variations in the 
anatomy of the total anomaly were described. The condi- 
tion carried a 60% mortality—worse if the associated atrial 
septal defect was small, better if it was large. 

Mr. B. G. Barratt-Boyes (Auckland) said he had 
operated upon 110 atrial septal defects with two deaths. 
Sixteen patients had anomalous veins.. He gave warning of 
the dangers of a sinus-venosus defect in a small patient. 
Such lesions were very difficult to repair, and it was better 
to leave them alone until the child was at least 8 years old. 
He had repaired three cases of total drainage successfully, 
and described two patients in whom the inferior vena caval 
return was via the azygos vein, the hepatic veins opening 
normally into the atrium. The recognition of an abnormally 
large azygos with atrial septal defect should suggest this 
syndrome. He routinely employed the atrial-well technique. 

Mr. P. GiBson (Perth) said he preferred to operate on atriah 
septal defects using both extracorporeal circulation and hypo- 
thermia ; and Mr. G. R. Nicks (Sydney) concurred in this. 





*Continued from report published in the Journal of February 
18 (p. 494). 
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Mr. GEOFFREY FLAVELL (London) said he had found himself 
in a minority of one in preferring direct vision and simple 
hypothermia in repair of atrial septal defects. 


Friday, February 10 (Morning) 
Cancer of the Lung 


With Mr. J. A. Batrp (Wellington) in the chair, Mr. 
GEOFFREY FLAVELL (London) said that although each year 
large sums were spent in cancer research, with the ultimate 
object of preventing cancer, and, within the limits of human 
fallibility, the cause of the commonest cancer afflicting the 
human body was known, no effective steps were taken to 
stop it. He reviewed briefly the situation of lung cancer 
in Great Britain and the U.S.A., and suggested reasons for 
its lower incidence in New Zealand. It was surely now 
one of the major international public health problems of 
the day. Between 1948 and 1960 he had operated upon 
722 patients with lung cancer. In only 510 (70%) was it 
possible to resect the growth. All patients were explored 
in whom no absolute contraindication to surgery was 
present, and many operations were of great palliative value 
when cure was out of the question. Of the 510 growths 
resected, 65% had already spread to visceral pleura, glands, 
blood-vessels, or chest wall. Even in those surviving five 
years and more neoplasm was not originally confined to 
lung. The chief limiting factor in elderly heavy smokers 
was often respiratory insufficiency, but operative range had 
been much increased by the use of tracheostomy and sleeve 
resection. 

Of his 510 resections, 275 were pneumonectomies, 230 
lobectomies, and 5 segmentectomies. This proportion of 
lobectomies to pneumonectomies was much higher than in 
any other series known to him, but it did not appear from 
the three- and five-year survival figures that this policy was 
prejudicial to his patients’ prospects; and it certainly 
enabled them to live more comfortably and usefully than 
if they had been subjected to doctrinaire radical pneumon- 
ectomies. The youngest patient was 19, the oldest 82. 
There were 31 deaths in hospital among those who had 
resections (a mortality of 6%) and 2 cardiac deaths among 
those who had thoracotomy. The overall mortality was 
thus in the region of 4%. The fistula rate was 1.6%. Of 
234 cases of resections in which complete follow-up for five 
years and more was possible, 97 had lived over three years 
and 65 had lived five years and more (8 over seven years, 
8 over eight, 3 over nine, 5 over ten years). 41% of patients 
undergoing resection might thus expect to survive more tharf 
three years, and the five-year survival rate was 28%. 13% 
of his patients had hypotrophic pulmonary osteoarthropathy 
and 2.5% carcinomatous neuropathy. Minor degrees of 
undiagnosed myopathy could lead to serious anaesthetic 
difficulties when curare was employed. Mr. Flavell also 
reviewed the indication for deep x-ray therapy and cytotoxic 
drugs, and made a plea for adequate palliation in inoperable 
cases. 

Mr. G. R. Nicks (Sydney) said he had recently reviewed 
the 998 lung-cancer cases in the Sydney teaching hospitals 
between 1950 and 1960. 793 (80%) died within one year, 
and 874 (87%) within two. 317 were explored and 214 
had resections. The mortality rate of resection was 19%. 
22.5% were alive three years post-operatively. 120 of the 
998 cases had been diagnosed radiographically, and 8.3 
months had elapsed between the recognition of an abnormal 
shadow and treatment. 80% were explored and 60% 
proved operable. 52% died within a year and 22% were 
still alive. 

Dr. C. McDowett (Auckland) advocated intensive deep 
x-ray therapy pre-operatively in all cases, and Dr. C. S. 
DaFoge (Edmonton, Canada) wanted a mere militant policy 
in getting the dangers of cigarette-smoking across to the 
public. 


Unsuspected Intrabronchial Foreign Bodies 


Dr. M. R. JosepH (Sydney) pointed out that a foreign 
body may enter the bronchial tree with little or no 
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disturbance, and its presence therefore remain unsuspected. 
He presented 14 cases of inhaled foreign bodies, 3 in 
children under the age of 3, 4 in those aged between 3 and 
14, and 7 in adults. Peanuts and botanical objects such as 
burrs and grass heads were particularly easy to inhale and 
difficult to detect, being non-opaque radiologically. In 
several patients obstructive emphysema of the affected lung 
had been present, but attention was focused on shadowing 
on the opposite side. Dr. Joseph described in detail the 
case histories of several patients in whom the presence of 
foreign bodies passed unnoticed and produced various 
clinical manifestations, and he stressed the importance of 
an acute awareness of the possibility of foreign bodies and 
of careful history-taking. 


‘Friday, February 10 (Afternoon) 
Pectus Excavatum 


With Sir Douctas Ross in the chair, Dr. C. S. DAFoE 
(Edmonton, Canada) presented a surgical technique for 
correction of pectus excavatum, illustrating it with a film. 
The importance of complete excision of the deformed 
cartilages and adequate mobilization of the depressed 
portion of the sternum with sternal osteotomy was discussed. 
Emphasis was placed on the method of post-operative 
immobilization of the operated area. This was accom- 
plished by passing two or more stainless-steel wires behind 
the mobilized portion of the sternum and bringing the ends 
out laterally through the skin in the nipple line. A quick- 
drying plaster-of-Paris hemi-cast was then applied over the 
front of the chest, reaching laterally to the mid-axillary 
line. The ends of the wire were passed through the 
plaster and tied over a wooden spatula. The cast was kept 
in place by applying first a coating of tinct. benzoini co. 
to the skin and then a layer of “elastoplast.” The cast 
and wires were removed 10 days post-operatively. 

Dr. Dafoe claimed that this method provided excellert 
stabilization with minimal post-operative pain. Respiratory 
complications had not occurred and wound infection was 
not a problem. Physiotherapy was begun on the second 
post-operative day and was continued for at least three 
months. Over the past seven years 96 cases had been so 
treated with 89 good results, six fair, and one recurrence 
in an infant. This method of chest immobilization had also 
been used with success in 50 cases of flail injury. 

Mr. G. R. Nicks (Sydney) noted that in several adult 
cases in which pulmonary function tests had been done the 
operation had not improved lung function ; but Dr. DAFoE 
stated that in his cases similar tests had shown improvement 
in lung function. This mlay have been due in part to the 
emphasis placed on adequate physiotherapy. 

Dr. D. S. Cote (Auckland) noted that the speaker used 
a vertical incision and wondered if the more cosmetic 
transverse incision was not preferable. 


Hypertension After Surgery for Coarctation of the 
Aorta 


With Sir Douctas Ross in the chair, Mr. R. V.J. WINDSOR 
(Auckland) presented the results of investigation of 35 
surgically treated cases of coactation of the aorta with a 
2- to 7-year follow-up. Evidence for residual obstruction 
at the aortic suture line was obtained by measuring the 
pressure gradient across the anastomosis, using a catheter 
introduced via the femoral artery, by simultaneous direct 
recording of the femoral and radial artery pulse waves with 
the electrocardiogram, and by bi-plane aortography. 

The results indicated that four of the 35 cases had 
evidence of some obstruction at the aortic suture line, and 
it was considered significant that these were the only four 
patients with persisting systolic hypertension. The systolic 
gradients in these patients were greater than 25 mm. Hg, and 
the anastomotic diameter (measured on the aortogram) was 
in each case less than two-thirds that of the proximal aorta. 
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COMBINED SECTIONS OF CARDIOTHORACIC 
SURGERY AND OTOLARYNGOLOGY 


Thursday, February 9 
Stenosis of the Larynx 


With Dr. C. S. DaFoz (Edmonton) in the chair, Mr. 
My.Les L. Formsy (London) said that Schmiegelow had 
reviewed in 1937 the problem of cicatricial stenosis of the 
larynx. He had stressed the importance of finding out the 
nature of the disease causing the stenosis. The next step 
he took was to perform a low tracheostomy, and then wait 
for two or three months. Through a midline incision the 
larynx and upper trachea were opened and all tissue causing 
stenosis was cleared. An india-rubber tube was fitted, with 
the idea of exerting continuous dilatation at the site of the 
stenosis for weeks or months. The speaker during the war 
had worked out two modifications of the above procedure 
with Mr. (now Sir) Victor Negus. The first was based on 
the principle that to prevent recurrence of narrowing of a 
tube lined with epithelium the missing epithelial tissue 
should be replaced—that is, by the introduction of a skin 
graft. The second modification concerned the shape and 
the material of the tube supporting the skin graft. Out of 
plastic material a tube was made to the configuration of the 
glottis and of the trachea. 

Mr. Davip S. Cote (Auckland), in a contribution on the 
surgical management of tracheal stenosis, said that stenosis 
was the result of many pathological processes involving the 
trachea. The surgical problems were different with (1) the 
benign stenosing lesion in which some tracheal wall 
remained, and (2) a more extensive lesion of a malignant 
type requiring resection of a larger portion of the whole 
trachea. In the case of benign stenosis, if the narrowing 
was local then the ideal treatment was excision with end- 
to-end suture. Upper tracheal or subglottic stenosis was 
managed by a low suprasternal tracheostomy and then a 
leisured attack on the stenosis above. A more difficult 
problem was presented by benign stenosis of a large 
portion of the trachea. 


immediately. Two procedures which had been successful 
were some form of tracheoplasty and inlay graft. For 
malignant tumour, radical excision was essential. The 


resultant circumferential loss of the tracheal wall could be 
made good by mobilization and end-to-end suture, or by 
some prosthesis; the final alternative was a permanent 
sternal tracheostomy. 

In the ensuing discussion Mr. J. P. HARDIE NEIL (Auck- 
land) referred to a boy of 8 years with extensive tracheal 
stenosis after prolonged intubation during treatment for 
tetanus. Through a low tracheostomy an indwelling tube 
was inserted into the upper part of the trachea for two 
months, followed by a plastic tube into the lower trachea 
for a further two months. The upper trachea showed no 
contraction after four months, and it seemed. likely that a 
satisfactory result would be achieved without surgical 
intervention. Mr. G. FLAVELL (London) described a patient 
who had developed tracheal obstruction as a result of the 
insertion of a rubber tracheostomy tube duting the treatment 
of a severe head injury. The stricture was approached 
through the right chest, 2 cm. of trachea excised, and an 
end-to-end anastomosis performed with linen thread. The 
patient was nursed in the head-down position for eight days 
to reduce tension on the suture line. The operation was 
performed three years ago and the result was entirely satis- 
factory. Mr. Flavell stressed the dangers arising from the 
old type of rubber tracheostomy tube. Mr. P. GrBson (Perth) 
said that he had not found it possible to let down the cuff 
of the tracheostomy tube for more than a few seconds at a 
time when a patient was being treated in a respirator. In 
these cases he recommended that the cuff should be let down 
every time the trachea was sucked out. He also drew atten- 
tion to the danger of over-inflation of the cuff causing 
pressure on the trachea or obstruction to the lumen of the 
tube 


The lumen had to be restored | 


SECTION OF ANAESTHESIA 
Thursday, February 9 (Morning) 


Training of Anaesthetists 


With Dr. L. TRAveRS (Melbourne) in the chair, Dr. L. T. 
SHEA (Sydney) opened his paper with a brief summary of 
the general attributes of any specialist and then proceeded 
to outline the special attributes which should be expected 
of an anaesthetic specialist, emphasizing that these should 


be clearly understood by the novice from the beginning of 
training. 


Special Attributes 


He placed technical proficiency as the first of the special 
attributes, since lack of skill was the one wholly unforgiv- 
able trait in a specialist. - While the teaching of technical 
skills required in anaesthesia presented no great difficulty, 
all too often this came to be regarded as the sole hallmark 
of the specialist. Secondly, the knowledge and judgment 
necessary to equate disturbances in the norm produced by 
anaesthesia with disturbances caused by disease was most 
important if the anaesthetist was to perform his full function 
as a specialist. As master of the “immediate prognosis ” 
he could not be replaced by surgeon, physician, physio- 
logist, or pharmacologist. Thirdly, a good knowledge of 
systemic disease must also be attained if he were to be 
able to transfer his specialized knowledge gained in the 
theatre to a wide variety of conditions such as poliomyelitis, 
tetanus, and so on. He should retain a lively inquiring 
mind, and be able critically to appraise biased dogmatic 
statements by those in authority. Added to all these 
qualities, modern life made it necessary for him to be able 
to advise administrative authority on facets of his work as 
well as taking his rightful place in the complex society of 
hospital life. Temperamentally he should be able to fit into 
a team of which he could rarely be the head, and pugnacious 
types should be dissuaded from entering anaesthetic train- 
ing. Finally, the ability to teach or conduct research was 
not considered by Dr. Shea to be a fundamental requirement 
of one whose primary function was to serve the daily needs 
of the community. 


Importance of the Teachers 


Dr. Shea then proceeded to evaluate the success or failure 
of training in anaesthesia in relation to examinations. He 
singled out three elements: the candidate, whom he regarded 
as a fairly fixed quantity within narrow limits; the 
examination, which also was fairly stable from year to 
year; and the training received by the candidate. He 
thought the variations in quality of candidate, at least in 
Australasia, could be directly attributed to this training and 
so indirectly to the teachers. It was they who irrevocably 
set the standards and environment within which the trainee 
developed, and, while encyclopaedic knowledge was not a 
sine qua non, their attitude to knowledge and thought, and 
above all their insistence that he was a junior colleague 
sharing their experiences rather than an extra pair of hands, 
was most important. The teacher’s prime function was to 
set high standards for the average candidate, and there was 
no doubt that he would rise to them. 

So far as failure in examinations was concerned, Dr. Shea 
said that the fault was often not in the candidates nor in 
their stars, but in their teachers. He believed that, while 
examinations were still the final assessment of proficiency, 
it was obligatory that candidates should be trained to give 
their best under examination conditions. Accumulation of 
facts, pigeonholed documentation, and textbook chapters 
were useless unless they were integrated painlessly in the 
candidate’s mind; and here he felt the easiest way was 
simple association of ideas. 

In the discussion Dr. W. M. SMEETON (Auckland) asked 
how the Sydney authorities went about stimulating under- 
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graduate interest in anaesthesia. Dr. SHea replied that in 
the fourth year a short course of lectures was given mainly 
to create interest and give a bird’s-eye view of the specialty. 
Any gaps were later filled in by tutorials in the fifth year, 
and the whole was designed to make the house-surgeon safe 
with the simplest type of anaesthesia, though time and 
numbers tended to reduce the desired practical experience. 

Professor J. LOEWENTHAL (Sydney) then made a plea as 
a surgeon for a major development in reciprocity between 
surgeon and anaesthetist, especially in post-operative care, 
and mentioned that he had recently set up a post for an 
associate professor of anaesthetics within his department to 
further this aim. 


SECTION OF ORTHOPAEDIC SURGERY 
Thursday, February 9 


Backs and Backache 


With Mr. J. K. Ettiotr (Wellington) in the chair, Mr. 
J. S. BatcHELoR (London) pointed out that the simple 
classification of backache into four main groups—strain, 
inflammatory, degenerative, and neoplastic—was of great 
assistance in arriving at a clinical diagnosis. A careful and 
complete clinical examination was essential. Chronic strain 
due to postural deformities was a common cause of backache 
and easily overlooked. Recurrent attacks of backache and 
sciatica without signs of nerve-root compression were a 
common cause of chronic disability and a difficult thera- 
peutic problem. In the treatment of these patients there 
was a place for the removal of the offending disk from in 
front via a ventro-peritoneal approach. Bone-grafting often 
led to strain symptoms at a higher level and was better 
avoided, though it was sometimes essential. 

Developmental anomalies in the form of bilateral defects 
in the neural arch of the fifth lumbar vertebra were found 
surprisingly often when looked for and were a common 
cause of severe backache. In the middle-aged and elderly 
pseudo-spondylolisthesis between the fourth and fifth lumbar 
vertebrae was a common cause of severe backache and 
sciatica, and sometimes of “foot-drop” of sudden onset. 
If rest failed to relieve the pain, decompression of the 
affected root by facetectomy was required, with, in some 
cases, arthrodesis. Tuberculosis as a cause of backache 
often escaped diagnosis in the early stages, as also did 
tumours, particularly myelomatosis. 

In the discussion that followed Dr. RupeRT KEENAN 
reported three cases of backache due to gout. Mr. DONALD 
MACKENzIE (Auckland) inquired about posterior inter-body 
fusion in spondylolisthesis. Mr. BATCHELOR replied that the 
results of anterior inter-body fusion were better. Mr. Roos 
NICHOLSON (Auckland) emphasized the need for biopsy in 
spinal lesions by either the punch technique or open 
exploration. 

Mr. H. JacKSON Burrows (London) described his fads and 
fancies in the management of backache. He pointed out 
that the impact of pain varied between individuals and in 
the same individual at different times. He considered that 
man’s back troubles should not be attributed to his erect 
posture. Chronic strain was the chief indication for 
manipulation of the back, but the results were less dramatic 
than in the foot. In persons past middle-age manipulation 
carried risks and should be performed with more than usual 
circumspection. Strict bed-rest was dangerous on account 
of the risk of thrombosis and embolism. When bed-rest for 
sciatica was required the patient should perform systematic 
exercises. Traction, when necessary, was best applied with 
a girdle in order to allow freedom of the legs. Corsets were 
more comfortable than plaster jackets, and they did not, 
as was commonly believed, weaken the back muscles. 
Extension exercises tended to weaken the abdominal muscles, 
which should also be exercised. Unguarded lifting was 
harmful, but it was unwise to advise a disk victim not to 
bend his back. 
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SECTIONS OF ORTHOPAEDIC SURGERY AND 
GENERAL PRACTICE 


Thursday, February 9 


Accident Services in the Smaller Community 


With Dr. Mary EssLemont (Aberdeen) in the chair, Dr. E. 
ELDER (Tuatapere, N.Z.) gave the opening paper on 
“ Accident Services in the Smaller Community,” based on 
33 years’ work in an isolated area, of about 1,000 square 
miles (2,600 sq. km.), with an exceedingly high accident rate 
from lumbering, cement works, mechanized farming, and 
shooting. There was no air transport, and patients were 
usually taken 50 miles away to hospital by car, because it 
was quicker than ambulance. The hospital was 50 miles 
(80 km.) away, but floods or broken bridges could easily 
make it difficult or impossible for the hospital to be reached 
without long delay. The accident rate was six times the 
average for industrial workers of all kinds, and the days 
of work lost through accidents 11 times greater. This 
reflected the hazards of weight-handling with crude 
apparatus. The accident rate in logging had hardly fallen 
at all with the introduction of new and more powerful 
machines. These themselves had brought new hazards. 
In the sawmills a strict supervision by industrial inspectors 
had resulted in a sharp fall in the accident rate. Other 
sources of accident frequently met with are tractor accidents, 
road accidents, aircraft accidents (the aircraft being used 
for spraying fertilizers and insecticides), and quarrying 
injuries, while gunshot wounds in hunting were not unusual. 

The general practitioner must be prepared to do con- 
siderable immediate treatment on the spot, for wound 
dressing, haemostasis, and resuscitation. Dextran infusions 
are more readily administered than blood (the blood was 
given in hospital as soon as the patient could be brought 
there). The Thomas splint remained the most valuable splint 
of all, although frequent use was made of plaster-of-Paris 
casing to prepare for transport to hospital. 

Mr. W. ParKE (Gisborne, N.Z.) described the accident 
service built up since 1939 in an area of 6,800 square miles 
(18,000 sq. km.) with a population that had grown from 
71,000 to 92.000. The area was served by a general hospital 
of 230 beds and several smaller hospitals. There was one 
orthopaedic surgeon, and latterly also an assistant surgeon 
and a registrar. The smaller hospitals, one of which con- 
tained a fracture unit, were staffed mainly by general 
practitioners. Transfer to the base hospital might mean a 
journey of 140 miles (220 km.) ; communications were often 
hazardous, and air transport played a part. Of all hospital 
admissions, accident cases comprised about 13%, and less 
than 4% of these—involying skull, face, or chest—were 
referred to general surgeons. Mr. Parke wondered whether 
the orthopaedic surgeon should be trained to deal with 
these accident cases too. Other points for the future were 
the development of mobile rehabilitation facilities, regional 
recruitment of resident staff, of whom there was a scarcity, 
ambulance service based on hospitals and not on police, 
and administration by a medical man. 

Dr. F. N. Bouvier (Melbourne, Victoria) and Dr. H. N. 
MERRINGTON (Randwick, N.S.W.) stressed the contribution 
that the general practitioner could make towards accident 
prevention. Dr. ALEC CorpeReY (Canterbury) thought it 
important that an incentive should be offered for men to 
carry out this important work in small communities. 

Dr. J. H. Hunt (London) said that the injured might be 
treated in doctors’ surgeries, general-practitioner hospitals, 
or general hospitals, but there seemed little place for mobile 
teams or special accident hospitals. Doctors were reason- 
ably reluctant to go out to accidents, because it commonly 
happened that several were summoned, only to find that first 
aid had been effectively given by an ambulance worker on 
the spot. Doctors’ surgeries were rarely at present properly 
equipped for accident treatment. Indeed, the resuscitation 


services in hospital were often poor, and in big centres the 
number receiving accident patients should be much reduced. 
It was necessary to have specialists on call, and those dealing 














MarcH 4, 1961 


THE SECTIONS 


MEDICAL JOURNAL 661 








with major accidents should be capable of craniotomy, 
thoracotomy, and arterial grafting. There was a shortage 
of hospital resident staff, and in Birmingham general 
practitioners had given help in the afternoon. Air transport 
formed an important part of the Highlands and Islands 
medical service. 

Mr. J. S. BATCHELOR (London) drew attention to the 
importance of undergraduate training in treatment of the 
injured. He thought it a pity to introduce a new specialist ; 
orthopaedic surgeons should be competent in the whole 
field of accident surgery. Training in orthopaedics and in 
traumatology was essential for all students, and he was in 
favour of a scheme whereby any registrar seeking a career 
in traumatic surgery should undertake training not only in 
orthopaedics but also in cranial, plastic, and pulmonary 
surgery. He would welcome the appointment to posts in 
Britain of New Zealand graduates seeking extra experience. 


SECTION OF PAEDIATRICS 
Thursday, February 9 (Morning) 


Immunization in Infancy 


In the absence of the vice-president, Professor LORIMER 
Dops (Sydney), the chair was taken by Dr. J. MATTHEWS 
(Auckland). 

Professor WILFRID GAISFORD (Manchester) described the 
aim of immunization schedules as the protection of all 
infants against those severe infections to which they were 
liable to be exposed and against which specific antigens were 
available. This protection should be provided at the time 
when it was most needed, and should be safe and long- 
lasting. The particular infections he discussed were tuber- 
culosis, pertussis, diphtheria, tetanus, poliomyelitis, and 
smallpox. Of these, tuberculosis and pertussis were most 
serious in early infancy ; diphtheria and poliomyelitis were 
unlikely before 4-6 months of age because of maternally 
transmitted antitcxins and neutralizing antibodies ; tetanus 


would be unlikely until after the crawling stage was reached : . 


and smallpox would depend on the outbreak of an epidemic. 
Smallpox vaccination might well be undertaken at the age 
of 1 year. The most satisfactory method of ensuring 
maternal co-operation with the other antigens was to 
combine them as a quadruple injection of diphtheria, 
tetanus, pertussis, and poliomyelitis given intramuscularly, 
and B.C.G. intradermally. 

Professor Gaisford then discussed the best age for starting 
immunization, and gave his reasons for considering that this 
was in the newborn period. He produced evidence to show 
that satisfactory response to B.C.G., tetanus, and pertussis 
could be achieved, especially if alum were used as an 
adjuvant in the last two, and that the inhibition of active 
antitoxin or antibody response by maternal transmission 
which occurred with diphtheria and poliomyelitis could be 
overcome if concentrated and purified antigens were used. 
With such a quadruple antigen primary immunization could 
be completed by the age of 3 months. It was, however, 
vital that all four components of the vaccine should be 
potent. His results showed that the triple antigen had no 
adverse effect on the poliomyelitis component, and vice 
versa. With a quadruple antigen in which the Type I 
poliomyelitis fraction was increased to 1.5 y, the results 
after 3 doses of 0.5 ml. given at 1, 5, and 9 weeks of age 
were most encouraging. The yearly follow-up of a group 
of newborn infants given three injections of 2 ml. of an 
ordinary poliomyelitis vaccine showed that, despite low 
antibody levels achieved immediately after the primary 
course, undoubted sensitization had occurred, and there 
was almost a 100% booster response. 

In conclusion Professor Gaisford described his results 
with isoniazid-resistant vaccines for infants born of tuber- 
culous mothers. These vaccines had proved to be highly 
antigenic, resistant to isoniazid given in doses of 10 mg./1b./ 


day, and free from complications. 
and 2 years were still excellent. 

In response to many questions from the floor, Professor 
Gaisford made the following points: he had no experience 
of live attenuated poliomyelitis vaccine ; he had used B.C.G. 
orally satisfactorily, although he had found it less certain 
in action than when given intradermally. When young 
children were exposed to pertussis a booster dose of pertussis 
vaccine should be given immediately, provided primary 
immunization had been undertaken previously ; if it had 
not, the use of vaccine was contraindicated. Pertussis 
immunization was not generally considered necessary after 
the age of 5 years as a routine. 

The use of a single large dose of poliomyelitis vaccine 
(10 ml.) had been found by Dick and his colleagues in 
Belfast to be effective in producing rapid immunity, but 
such a method was likely to be used only in an emergency 
situation. The contraindications to immunization were 
few; prematurity or illness at the time of the proposed 
injection was the most important. Smallpox vaccination 
might be given intradermally in allergic children if 
vaccination was essential. In general, however, 
immunization procedures were not contraindicated in 
allergic children. 


The responses after |! 


Thursday, February 9 (Afternoon) 


Congenital Heart Disease in the Neonatal Period 


With the vice-president, Dr. S. L. Lupsrook (Auckland), in 
the chair, Dr. R. Rowe (Auckland) gave an account of the 
incidence of the various types of congenital heart malforma- 
tions he had encountered during five years in the Sick 
Children’s Hospital, Toronto, and described the most helpful 
methods of diagnosis and treatment. Approximately 1 in 
200 live infants were affected, and of these between 25 
and 33% died within a month of birth and from 40% to 
50% by the end of the first year. Dr. Rowe limited his 
discussion to the first month of life. In 106 fatal cases 
23% had aortic atresia and 13% coarctation of the aorta. 
These infants died in congestive failure: 10% had trans- 
position of the great vessels, and these died from hypoxia 
following the closure of the ductus. Pulmonary atresia 
accounted for 7%, ventricular septal defect and tetralogy of 
Fallot for 50% each; the infants with ventricular septal 
defects usually died from other congenital anomalies. Two- 
thirds of the deaths occurred in the first week of life. 

In the surviving infants ventricular septal defect was the 
commonest malformation (20%), followed by tetralogy 
(16%), transposition (16%), pulmonary atresia (13%), and 
coarctation (11%). Dr. Rowe stressed that cyanosis was by 
no means always present, and that the change from con- 
gestive failure to circulatory collapse might be a matter 
only of hours. The significant clinical signs to be sought 
were enlargement of the liver and a triple rhythm over the 
precordium. The value of estimating the blood-pressure 
in the legs was often overlooked. For the treatment of 
congestive failure he recommended digoxin 0.2 mg./Ib. 
(0.4 mg./kg.) intramuscularly, followed by 0.05 mg./Ib. 
(0.10 mg./kg.) 6-hourly for 2 doses. Dr. Rowe then 
discussed the chief physical signs of the various anomalies 
and the most helpful methods of investigation—auscultatory, 
radiological, and electrocardiographic. 

Dr. L. STANLEY JAMES (New York) opened the discussion. 
He agreed with Dr. Rowe on the essential need for speed in 
all the investigatory procedures, and said that the diagnosis 
could often be made within 20 minutes, especially with the 
use of an image intensifier. In answer to questions from 
the floor, Dr. Rowe said that it was seldom necessary to 
have recourse to special low-sodium. milk for feeds ; diuretics 
should suffice. The long-term results of the treatment of 
coarctation were still poor, with a 70% mortality in the first 
month. If operation could be postponed till after the age 
of 1 year there was a 55% cure-rate. 
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SECTION OF RADIOLOGY 
Friday, February 10 
Stress Changes in Bones 


With Dr. A. C. BEGG (Dunedin) in the chair, Dr. THoMAS 
LopcE (Sheffield) read a paper on the reaction of bone to 
stress as demonstrated by radiology. The theme of the 
paper was that the skeleton could mobilize its many 
resources and its basic elements and put them to their best 
advantage under conditions of physical stress of various 
kinds. After outlining the cellular constituents of bone 
tissue and describing the methods of bone formation and 
resorption, Dr. Lodge pointed out that tubular bones grew 
transversely and longitudinally, and that transverse growth 
was by deposition from the periosteum with allowance for 
the greater growth requirements of the convex surface. 
Radiologically, however, new bone was often seen on the 
concave side, and examples were shown of how nature 
sought in that way to restore alignment. There were two 
principles of bone economy: (1) Nature accepted the 
altered situation and adapted herself to it. (2) In doing 
so the limited mineral resources were put to the best 
advantage. 

Some consideration was given to Wolff's Law and the 
trajectorial theory. Illustrations were shown of the theories 
of Koch in relation to compressive and tensile stress-lines in 
the femur, and radiological evidence was given of the 
changes in differing circumstances. The distribution of 
trajectories to the best mechanical advantage was also 
illustrated in relation to the foot. Dr. Lodge then described 
areas of deficient bone density in the body, particularly in 
the roof of the acetabulum and in the calcaneum. In non- 
weight-bearing joints sclerosis and new bone formation 
might be seen as a result of stress. This occurred in young 
athletes, but was also seen in certain occupations. 
Acceptance of the principle that the capitate worked as a 
tightened screw led to the suggestion that this might be 
responsible for proximal carpal cysts. Other evidence of 
abnormal stresses was seen in  pseudarthrosis. Stress 
fractures were briefly referred to and muscle ossification as 
in “rider’s bone.” In a more detailed description of spinal 
changes reference was made to the controversial subject of 
so-called Luschka’s joints, and Dr. Lodge suggested that 
they were in fact an expression of increasing age and stress. 
Lewer down the spine osteoporosis was seen in that part 
of the vertebral body which was not taking the weight. 
Thoracic osteophytosis presented a problem because it was 
nearly always right-sided. This was probably due to the 
inhibitory effect of the aorta on the left. Internal expanding 
and external compressing pressures were shown to influence 
the shape and appearance of the skull. Finally the speaker 
illustrated the bizarre appearances in the bones of 
paraplegics. 

In the ensuing discussion Dr. Weston (Wellington) 
suggested as a possible anatomical explanation of parietal 
defects that they were situated beneath the occipito-frontalis, 
where there was relative freedom from stress. He also 
made a plea for continued recognition of disuse atrophy, 
especially in paraplegics. Dr. K. H. HALLUM (Melbourne) 
recalled cases of osteoarthritis due to sudden rotations in 
Australian footballers who had developed symptoms in later 
life. Dr. M. Ketty (Melbourne) suggested an alternative 
explanation for arthritis of the fingers which was well known 
to be associated with Heberden’s nodes. Dr. C. ALEXANDER 
(Auckland) stressed the importance of regarding bone as 
an organ, and thought it was significant that cartilage 
degenerated if under-stressed or over-stressed. He also 
referred to the work of Inman relating the two factors of 
weight-bearing and the adductor muscles to the formation 
of trajectories. 


Small and Atypical Pleural Effusions 
At the afternoon session, with Dr. THomas LOopGE 
(Sheffield) in the chair, Dr. J. B. Jameson (Christchurch) 
read a paper on the radiological diagnosis of small and 


atypical pleural effusions. He said that the hydrostatic 
pressure of the fluid, its physical properties, the state of the 
pleural surfaces, and certain factors related to the capillaries 
and to respiratory inflammation were important. If the 
pleural surfaces were free, fluid gravitated to the lowest 
parts. Interlobar effusions often presented little evidence 
of abnormality and the appearances were modified by 
adhesions. In regard to technique he stressed the importance 
of the antero-posterior view in the left lateral position, and 
he showed how from the resultant film the quantity of 
fluid could be calculated from a given formula. Reference 
was also made to posterior encysted effusions, and several 
illustrative cases were described. Significant effusions of up 
to 500 ml. were frequently overlooked on standard films, but 
the projections would usually show them. 

Dr. J. D. REcorDON (Auckland) confirmed the speaker’s 
opinions and made a plea for the use of tomography and 
pneumothorax. 


Diagnosis of Renal Disease 


Dr. A. C. BecG (Dunedin), in a paper on precision in the 
radiological diagnosis of renal disease, outlined the use of 
radiography in renal arteriography in traumatic lesions and 
went on to discuss its value in tumours and cysts and 
particularly in cases of narrowing of the renal artery 
associated with profound hypertension. In the latter cases 
he strongly urged that a film should be taken within three 
minutes of the injection for intravenous pyelography because 
this helped to differentiate between function on the two 
sides. He described cases in which the blood-pressure 
returned to normal after operation. After describing further 
cases he went on to illustrate the technique and value of the 
renal puncture with an opaque marker. He showed 
examples of renal cysts filled with a compressed medium. 

In answer to questions, Dr. Begg said he thought the 
method was entirely justified and desirable in selected cases. 

Dr. D. R. Wuite (Hamilton) wondered how far one should 
investigate cases of haematuria in the presence of a normal 
pyelogram. Dr. BEGG believed that most cases should be 
followed up with further radiological investigations. Dr. 
J. Srewart (Auckland) asked what figure of asymmetry 
was significant, and Dr. BEGG replied that a difference in 
length of 1 cm. should be so regarded. Dr. J. B. JAMESON 
(Christchurch) said he consistently found that the left kidney 
was larger than the right and this must be allowed for. 
The CHAIRMAN voiced the thanks of the section to Dr. T. F. 
Thomas for the excellent work he had done in arranging 
the meetings. 


COMBINED SECTIONS OF OPHTHALMOLOGY 
AND NEUROLOGY AND NEUROSURGERY 


Thursday, February 9 


Temporary Loss of Vision 


Mr. J. E. A. O'CONNELL (London) was in the chair for a 
combined meeting of the Sections of Ophthalmology and 
Neurology and Neurosurgery on the subject of temporary 
loss of vision. Dr. I. M. ALLEN (Wellington), opening the 
subject, felt that to the patient temporary loss of vision was 
serious, though in most instances there was a simple cause 
for it. He enumerated such causes as multiple sclerosis, 
retrobulbar neuritis, thrombosis of the internal carotid 
artery, massive upper gastrointestinal haemorrhage, temporal 
arteritis, diabetes mellitus, trauma, and electric shock, drugs 
(quinine, salicylates, lead, arsenic, and nowadays particularly 
ganglion-blocking agents), migraine, conversion hysteria, and 
various brain lesions. In the majority a careful history of 
the first episode and a thorough examination were: sufficient 
to provide the presumptive diagnosis, and more complex 
investigations were reserved for a few cases. 

Dr. GLascow (Auckland) drew attention to ausculta- 
tion as a method of detecting the bruit of incomplete stenosis 
of the internal carotid artery. Early diagnosis of this 
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condition could lead to successful surgical intervention. Mr. 
FRANK Law (London) considered vascular spasm with 
constriction of the retinal vessels to be the commonest cause 
of temporary loss of vision, and preferred to retain the 
concept of vasospasm, which was the subject of criticism 
and even disbelief nowadays. Dr. GLascow preferred 
Denny-Brown’s term haemodynamic crises, rather than 
spasm, for upsets of the cerebral circulation. Since anti- 
coagulants could prevent those crises early arteriography 
was important. Mr. O’CoNNELL, like Mr. Frank Law, 
believed in vasospasm as a real problem, for not only could 
it be witnessed during arteriography but such conditions as 
Méniére’s disease could be relieved by sympathetic block 
causing vasodilatation. 

Mr. J. K. Exuiotr (Wellington) had found that loss of 
vision associated with temporal arteritis was always 
permanent and demanded early treatment with anti- 
coagulants and steroids. Mr. G. Fenwick (Auckland) was 
also concerned with establishing the early diagnosis of 
temporal arteritis, but this was virtually impossible when, 
as occasionally happened, blindness preceded temporal 
arteritis. 

In his discussion of amaurosis fugax Mr. R. H. L. 
FERGUSON (Auckland), said that it was important to 
remember that the central ophthalmic artery was an end 
artery, and that there were several causes of temporary 
occlusion causing temporary blindness. In young people 
without vascular degeneration spasm of the retinal artery 
could be provoked by cold, smoking, antral puncture, and 
migraine, whereas in older atherosclerotic hypertensive 
subjects transient spasm of the retinal artery was associated 


with underlying occlusion. Lines of treatment included- 


vasodilators ; carbon-dioxide inhalations; heat, massage, 
and paracentesis of the anterior chamber ; and anticoagulants 
in the early stages of thrombosis. He felt that the results 
of treatment with vasodilators were disappointing, either 
because diseased vessel walls did not respond or possibly 
because the general hypotensive effect of vasodilators 
nullified its value on the ophthalmic circulation. Mr. 
Ferguson underlined the value of ophthalmodynamometry 


as a means of assessing retinal-artery pressures. Normally | 


the difference in pressure in the two eyes was less than 15%, 
but with thrombosis of the internal carotid artery the 
pressure in the retinal artery was halved on the affected side. 
Dr. D. RoBERTSON (Auckland) emphasized the importance 
of early diagnosis of occlusion of the carotid artery by 
arteriography ; for his experience, like Dr. Glasgow’s, was 
that successful surgical treatment might circumvent hemi- 
plegia and permanent loss of vision. 


SECTION OF OPHTHALMOLOGY 
Thursday, February 9 
Focal Sepsis 


Under the chairmanship of Mr. FRANK Law (London), Mr. 
H. CoveRDALE (Auckland) considered the theory of focal 
sepsis. He referred to the widespread acceptance in the past 
of this theory, which sought to explain otherwise inexplicable 
ocular diseases. The theory, however, had gradually become 
more and more discredited and was finally discarded. In 
the days when the general health of the population was less 
satisfactory it had not been very difficult to find hidden or 
overt dental sepsis, or sepsis in the lungs, prostate, or cervix ; 
but the search for and the eradication of such sepsis rarely 
led to any conspicuous permanent improvement in the ocular 
conditions. More recently attempts had been made to 
explain all or most cases of ocular inflammation in terms 
of demonstrable diseases, but without much _ success. 
Occasionally such lesions might be attributable to toxo- 
plasmosis or to infection by the virus of herpes simplex or 
other viruses or to bacterial infections such as brucellosis, 
sarcoidosis, and tuberculosis. Even so, although tuberculosis 
was often suspected, conclusive evidence of its presence was 
rarely demonstrated. The cause of the great majority of 


cases of uveitis, nevertheless, remained unexplained ; detailed 
investigations by physicians usually gave negative results, 
and no focus of infection or evidence of allergy was 
detectable. 

In the ensuing discussion Mr. G. TaLBoT (Auckland) drew 
attention to the observation made elsewhere that routine 
puncture of the anterior chamber often produced pathogenic 
organisms ; and Mr. G. Fenwick (Auckland) wondered if 
for that reason chemotherapy should be given. Mr. R. 
FERGUSON (Wellington) did not think that it was worth while 
to investigate these patients, and Mr. C. A. Prttar (Auck- 
land) pointed out the association of general diseases with 
iridocyclitis—e.g., rheumatoid arthritis. 


Non-magnetic Intraocular Foreign Body 


Mr. R. FERGUSON (Wellington) then reported a single case 
of a young man who had sustained a penetrating injury of 
his eyeball ; and a small piece of copper, part of a cartridge, 
had lodged deep in the eye, resting near the retina below the 
macula. This foreign body was removed by Stallard’s 
forceps under direct ophthalmoscopic control. Although 
bleeding occurred as a result of the procedure, it was 
possible to remove the object in one piece, and the man 
recovered with 6/6 vision. There was no evidence that the 
presence of copper within the eyeball produced any effect 
on the eye as a whole, though it was known that retained 
copper could cause a most destructive inflammatory reaction, 
particularly of the capsule of the lens and of the cornea. 
It might also cause staining of the cornea similar to the 
Kayser-Fleischer ring seen in Wilson’s hepatolenticular 
degeneration. 

In the discussion on this paper, Mr. F. Law (London) 
wondered what would have happened if the foreign body 
had been left undisturbed, and Mr. G. TaLsot (Auckland) 
thought that removal should be attempted only if a highly 
skilled surgeon was available and if the chances of complete 
removal were good. Mr. G. PoweLt (Wellington) drew 
attention to a device which amplified sound when the 
metallic foreign body was touched. This helped in locating 
it when visibility was poor. Mr. C. C. Rinc (Auckland) 
wondered how the clinical reaction to copper occurred, and 
Mr. FERGUSON in reply thought that dimercaprol (B.A.L.) 
might be of value in treatment. 


SECTIONS OF NEUROLOGY AND NEUROSURGERY 
AND OBSTETRICS AND GYNAECOLOGY 


Thursday, February 9 
Surgical Relief of Intractable Pain 


With Mr. D. D. McKenzie (Auckland) in the chair, Mr. 
J. E. A. O’CoNNELL (London) discussed the surgical treat- 
ment of intractable pain secondary to pelvic lesions. He 
said that the goal of surgical attacks upon the pain pathways 
was obvious, but its attainment might be difficult. Relatively 
little had been written about the effectiveness of anterolateral 
chordotomy in relieving pain or about the unwanted sequelae 
which it might occasion, and he reviewed the records of a 
series of patients in whom this operation was performed 
for the relief of pain secondary to pelvic lesions. After 
describing the technique of the operation and the degree of 
relief and sensory reduction that it achieved, Mr. O’Connell 
dealt with the incidence of undesired sequelae (motor defect, 
decubitus ulcers, and loss of sphincter control). From the 
survey of the results it was clear that while the operation 
cou'd relieve pain it did so at a price. The speaker 
emphasized the need for careful selection of cases for 
surgery. 

Mr. S. W. J. Harputt (Auckland) reported that at the 
National Women’s Hospital they dealt with upwards of 80 
cases of invasive carcinoma of the cervix per annum. 
During the last 10 years about 50 cases were referred to the 
neurosurgeons. Chordotomy helped the great majority and 
gave almost complete relief to many. The results obtained 
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in his own department with intrathecal alcohol and phenol, 
or a combination of both, were disappointing. Mr. Harbutt 
thought that when masses could be felt in the iliac fossa 
on the side where pain was felt, the clinician should have 
no hesitation in referring the patient for chordotomy as soon 
as the pain became intolerable. He believed that all those 
in the terminal phase of malignant disease with severe pain 
were better served by division of the spinothalamic tracts 
than by massive doses of narcotics. 

Mr. I. DouGLas MILLer (Sydney) said that he was in 
favour of primary bilateral chordotomy, since after unilateral 
chordotomy the pain often appeared on the other side. He 
made a plea for this operation in intractable pain, saying 
that in his part of the world there was a tendency for 
anaesthetists to take on the responsibility of relieving pain 

-a policy with which he did not agree. 


SECTION OF PSYCHIATRY 
Tuesday, February 7 


Subpsychotic Anxiety States 


With Dr. DESMOND CuRRAN (London) in the chair, Dr. H. 
BourNeE (Dunedin) read a paper on subpsychotic anxiety 
states and said that he believed that the term “ anxiety state ” 
was too often equated with the diagnosis of a neurotic 
condition. He emphasized that anxiety might be the 
presenting symptom in certain psychotic states, to one 
variety of which he wished to draw special attention. He 
had been struck by how frequently patients who had been 
treated with E.C.T. gave a“history of anxiety symptoms 
before their more frankly psychotic condition had developed. 
They also showed a recurrence of these anxiety symptoms if 
E.C.T. was withheld. A group of what he called “ sub- 
psychotic anxiety states” differed from psycho-psychotic 
conditions in certain important respects: (1) The onset was 
more sudden and abrupt ; (2) the intensity of the emotional 
reaction table was striking and often associated with hypo- 
chondriacal complaints ; (3) there was an absence of obvious 
precipitating factors in the external environment; and 
(4) they responded well to E.C.T, 

Deeper study showed differences in the developmental 
background with special reference to childhood, and, 
although it might appear at first sight that no obvious 
“ cause” was present, they could be understood as a reaction 
to symbolic threats in individuals who showed undue 
persistence into adult life of infantile urges, attitudes, and 
fantasies. Another important differential diagnostic feature 
was that the onset of these “ subpsychotic anxiety states ” 
often enough occurred for the first time in the later years 
of life. The course of the illness was also characterized by 
less response to day-to-day environmental stresses than 
ordinary psychoneurotics tended to show. Although 
“subpsychotic anxiety states” might precede or follow a 
frank psychosis, Dr. Bourne thought that they could and did 
occur without any such development. They might also 
vary in intensity and duration. 

In answer to Dr. CurRAN, Dr. BouRNE said that he had 
taken a psychosis to mean a breakdown in the capacity 
to fully appreciate the external world coupled with a 
tendency to emotional withdrawal. He told Dr. P. P. E. 
SavaGE (Christchurch) that he did not think the amnesia 
produced by E.C.T. was of any therapeutic importance. It 
could merely be a nuisance. Dr. Bourne also said that it 
was difficult to evaluate the effects of such drugs as “ nardil ” 
and “ tofranil” in these conditions, In answer to Professor 
W. H. TRETHOWAN (Sydney), he said that psychotherapy, 
although in his opinion important, was restricted in his 
hospital by the shortage of staff. He could provide no exact 
figures as to the incidence of the conditions he had been 
describing. Dr. ROWNTREE (Hastings) asked if the anxiety 
disappeared with the development of the psychosis. Dr. 
Bourne replied that it did not invariably do so. It was his 
practice to try to keep his patients as much as possible out 
of hospital. 
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Dr. CurraN concluded the morning proceedings by 
thanking Dr. Bourne for drawing attention to the important 
point that anxiety was a symptom that might be found’ in 
a wide variety of psychiatric conditions. 


The Temptations of Saint Anthony 


With Professor W. H. TRETHOWAN (Sydney) as chairman, 
Dr. R. W. Mep.icotr (Dunedin) read a paper in which he 
traced the St. Anthony legend from the fourth century to 
the present time. At the age of 20 years St. Anthony had 
undergone a conversion process, and in his desert hermitage 
he successfully resisted three modes of temptation—logical 
argument, hedonistic pleasures, and finally periods of terror 
and maltreatment by demons. His adoption as patron by 
the Antonites, an order of hospitallers dedicated to the cure 
of disease, led to chronic ergotism being described as the 
“fire of St. Anthony.” 

The temptations of St. Anthony provided a theme for 
many artists in the fourteenth, fifteenth, and sixteenth cen- 
turies, but in the following two hundred years the legend 
proved out of accord with the prevailing romanticism. A 
recrudescence of interest was apparent in the nineteenth and 
twentieth centuries, and the symbolism employed was similar 
to that evident in the mediaeval pictures. The St. Anthony 
theme with its sensual temptations had proved an ideal 
stimulant to the artist’s unconscious, which together with the 
culture of his time was exposed in his pictures. Although 
some of the symbolism had a historically determined 
explanation, the multitude of oral and anal symbols betrayed 
a common psychopathology. Little was seen which 
indicated mature sexuality, and the greater part of the 
material represented the pregenital phase of sexual develop- 
ment. The association of oral and anal levels with sadism 
was all too apparent. In these pictures one saw a representa- 
tion—made centuries earlier—of Freud’s work on oral and 
anal sexuality. 

In the discussion, Dr. L. I. SHENKEN (Auckland) com- 
mented that the St. Anthony theme could be viewed as a 
struggle between good and evil, and inquired if this was 
not more evident than the Oedipal and pre-Oedipal sexuality. 
Dr. MEDLIcoTT replied that it was inaccurate to regard the 
conflict of good and evil as a conflict between two stages of 
sexuality. Dr. P. P. E. SavaGe (Christchurch) wondered if 
the more superficial explanation of an inadequate diet and 
a rigorous mode of life might not account for some of St. 
Anthony’s experiences. Dr. MEDLICOTT agreed that this might 
be a factor, but nevertheless there was so much aggression 
shown in his life, and his cultivation of personal dirtiness 
was so extreme, that it must have a definite meaning. 
Professor W. H. TRETHOWAN (Sydney) pointed out that St. 
Athanasius—St. Anthony’s, biographer—would not have 
mentioned his filthy condition if it had not been an 
outstanding feature. 


Management of the Elderly Mentally Frail 


Under the chairmanship of Dr. Doris OpLumM (Bourne- 
mouth), Dr. H. N. Nosie (Minister of Health and Home 
Affairs, Queensland) described the services evolved in his 
State for the treatment and care of the “senile mentally 
frail,” by which was meant those patients over the age of 
60 years suffering from any form of mental illness. He 
said that the impetus for the new service had come from 
the gross overcrowding of mental hospitals, largely due to 
the admission of increasing numbers of senile patients. A 
decision was made not to build larger mental hospitals to 
accommodate this increasing population. Fortunately an 
excess of general hospital beds existed, and it was decided 
to use these in the form of “ senile annexes ” for the care of 
the senile mentally frail. In these small units more homely 
and personal care and supervision were possible, and the 
response of the patients had been remarkable, many seeming 
to obtain a new lease of life. The maximum size of one 
of these annexes should be 150 beds, and they should include 
a sick ward for those needing bed care. For the bedridden 
there existed “chronic wards” in the various general 
hospitals. 
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All new admissions had until the present time been made 
into mental hospitals, but direct admission to the annexes 
was contemplated, provided that adequate observation and 
classification was possible in that setting. In only one 
annexe had “ integration” of the two sexes been attempted, 
though female nurses were employed to look after male 
patients. Future plans were for smaller 20-30 bed annexes 
attached to local general hospitals, so that patients could 
remain within reach of their families. 

Dr. Noble said that the large increase in the number of 
senile mentally frail was the result of the life expectancy 
increase, and important precipitants of breakdown were 
financial difficulties, social isolation, enforced retirement, 
and nutritional deficiencies. Education for retirement, 
greater tolerance of the aged in industry, personal ownership 
of homes, the practice of gainful hobbies, the fostering of 
superannuation schemes, and the provision of old peoples’ 
clubs and “meals on wheels” services were valuable 
prophylactic measures. For old people, whether single or 
married, small cottages or flats with centralized services 
sited in the community were desirable. The incidence of 
physical disease in old people was high, and appeared to be 
an important contributory factor to deterioration of mental 
health. The provision of well-organized geriatric units at 
general hospitals was necessary, with associated out-patient 
departments and day hospitals. 

In Queensland there was a move towards the integration 
of psychiatry and general medicine, and it was planned that 
future psychiatric needs should be provided at the general 
hospital.” The medical staff in the psychiatric services would 
be encouraged to circulate between the mental hospitals 
and the general hospital units. 

In discussion Dr. G. BLAKE-PALMER (Wellington) asked 
how much accommodation was available in general 
hospitals when the scheme for the senile mentally frail was 
started. Dr. Nose replied that, of 8,500 public beds, the 
average number occupied was 7,190. 


Psychiatric Patients in General Hospitals 


Dr. L. G. Kitom (Newcastle upon Tyne) reviewed the 
development of the mental health services in Great Britain, 
paying particular attention to the increasing importance of 
general hospitals in dealing with the psychiatrically 
disturbed. He said that the present emphasis on under- 
taking the care of mental illness in general hospitals was 
in accord with Professor McKeown’s views that all classes 
of patient should be treated in the same hospital area. The 
advantages of providing a psychiatric unit within the general 
hospital were that the latter was provided with a readily 
available and very necessary psychiatric service. The medical 
staff could make and maintain contacts with other branches 
of medicine and share in clinical meetings. Recruitment 
of nursing staff was easier. The patient received better 
medical and nursing attention and was dealt with in a way 
indistinguishable from that used for any other category of 
illness. The arrangement was economic in buildings, in 
administrative and maintenance arrangements, and in 
transport costs. 

There was some danger of relative downgrading of the 
obsolescent local mental hospitals, but during the interim 
period, in which both general hospital units and mental 
hospitals existed alongside one another, this could be 
minimized by having common staffs. 

It was doubtful if the general hospital unit should be 
expanded to provide for the very long-term cases of chronic 
schizophrenia that had failed to respond to all forms of 
treatment. Once modern methods of treatment and of 
rehabilitation were general, and when adequate domiciliary 
care, hostels, day hospitals, and protected workshops were 
available, the problem of the long-stay chronic schizo- 
phrenic was likely to be very much smaller than at present. 
Nevertheless, it was not likely to be abolished by those 
means. The residue of patients would be best accommodated 
in small hostels specially designed for this purpose, but for 
many years it was likely that the present mental hospital 
structures would have to fulfil this function. 


To provide an adequate service for the community the 
general hospital unit required about 0.8-1.0 beds per 
1,000, where observation, active treatment, and vigorous 
rehabilitation could be carried out. Day-hospital and night- 
hospital facilities, a social club, and an active out-patient 
department were indispensable. 

In the discussion Dr. J. R. E. Dosson (Dunedin) 
questioned whether the accumulation of long-stay patients 
in mental hospitals was necessarily such a bad thing. The 
problem of their rehabilitation represented a challenge, and 
the results could be most profitable. Dr. G. BLAKE-PALMER 
(Wellington) pointed out that in New Zealand combined 
training schemes for nurses at mental and general hospitals 
were now operating. Dr. V. YOUNGMAN (Brisbane) reported 
that in Queensland the English pattern was being followed 
against some passive resistance towards: integration by the 
staffs of the mental hospitals. Comprehensive psychiatric 
units had already been planned within the general hospitals, 
and that at Brisbane Hospital was operating with 100 beds. 
This eventually would expand to 250 beds. He felt that 
the long-stay chronic psychiatric patient was likely to receive 
better attention when separated from acute psychiatric 
patients. Dr. H. BRowNE (Dunedin) inquired if there was 
no way in which doctors working in obsolescent mental 
hospitals could be made to feel they were able to carry out 
creative and productive work. It was pointed out that in 
the U.K. much of the initiative for providing general hospital 
units had come from doctors who had spent their lives in 
the mental hospital service. Dr. L. K. GLUCKMAN 
(Auckland) was told that of 700 yearly admissions to a 
55-bed general hospital unit in Newcastle upon Tyne well 
under 12 required transfer to near-by mental] hospitals, and 
that the average length of stay was four weeks. Dr. C. S. 
Moore (Seacliff) inquired if it was possible to deal with 
geriatric problems, psychopaths, and cases of organic 
dementia in the same unit. He was assured that with the 
exception of the more difficult psychopaths there was no 
difficulty about this, though it was necessary in cases of 
poor prognosis to arrange the transfer of patients elsewhere 
when the period of observation and investigation had been 


“completed. 








ALL-INDIA INSTITUTE OF MEDICAL 
SCIENCES 


OPENING BY THE QUEEN 


The college buildings of the All-India Institute of 
Medical Sciences were formally opened on January 27 
by H.M. Queen ELizaBerH during the royal tour of 
India. The Queen and Prince Philip were welcomed to 
the Institute by the Institute’s President, Rajkumari 
Amrit Kaur, and the Minister of Health, Mr. D. P. 
KARMARKAR (Figs. 1 and 2). The Institute will undertake 
undergraduate and postgraduate medical training, and 
other forms of health education. 


Functions 


In October, 1956, the Indian Government appointed a 
Health Survey and Development Committee to survey the 
state of facilities for public health and medical care in 
India and to recommend to the Government ways in which 
these might be improved. It soon became obvious to the 
Bhore Committee, as they were called, that more provision 
would have to be made for training doctors and other health 
workers, and they suggested that “no time should be lost 
in developing one such [training] centre, for which we would 
suggest the designation ‘All-India Medical Institute ’.” 
An Act passed by the Indian Parliament in 1956 put this 
recommendation into effect. Broadly the Act charges the 
Institute with responsibility for developing patterns of 
education in all branches of undergraduate and postgraduate 
medical education, and for training personnel in all 
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important branches of health activity, and gives it the 
necessary authority to do so. In effect, the Institute has 
the powers of a university in prescribing curricula and 
courses of instruction, conducting educational programmes, 
and granting degrees and other academic distinctions. The 
Institute’s prime concern is postgraduate education and the 





£ m ~ 
[Press Information Bureau, Government of India 
Fic. 1.—All-India Institute of Medical Sciences. 


training of teachers for the medical colleges of India. 
Special attention is being paid to the preventive and social 
aspects of disease: the Department of Preventive and Social 
Medicine is a major department of the Institute, and prac- 
tical work under rural and semi-urban conditions can be 
carried out in neighbouring districts. A postgraduate course 
in nursing is being designed, and educational programmes 
for other professions in the field of health will be under- 
taken when facilities can be provided. 

Rajkumari Amrit Kaur, who was Minister of Health to 
the Government of India for the first ten years following 
independence, saw the enabling Act through the 1956 
session of Parliament. She also sought financial help for 
the Institute from sources outside India. The Government 


[Fox Photos, Ltd. 


Fic. 2.-The Queen, watched by Rajkumari Amrit Kaur, declares 
the College buildings open. 








of New Zealand in 1950 contributed £1m. through the 
Colombo Plan towards the cost of the building programme. 


Layout of Institute 


The general layout and architectural design of the 
Institute were the work of a firm of British architects, 
Messrs. Brown, Moulin, and Antrum_ The buildings and 
150-acre campus lie in the south of New Delhi, and when 
the whole scheme is completed will consist of what the 
Institute describes as “‘a massive interconnected complex 
of functionally related structures housing the medical 
college, research laboratories, hospital, out-patient clinics, 
library, assembly hall and supporting services.” It is the 
pre-clinical block and the adjoining teaching block which 
have been opened by the Queen. The other major unit of 
the complex, the 650-bed hospital, is scheduled for con- 
struction during the next—the third—five-year plan. 


Undergraduate and Postgraduate Training 


Fifty students were admitted to the undergraduate medical 
college on September 25, 1956, and took their final profes- 
sional examinations in December, 1960, becoming the first 
graduates of the Institute’s undergraduate college. After a 
12-month internship they will become eligible for award 
of the M.B., B.S. degrees. 

The postgraduate programme is developing rapidly as 
facilities become available, and there are now nearly 100 
postgraduates studying in 17 different disciplines. By the 
end of 1960 the staff of the faculty stood at 38, including 
17 professors, 4 associate professors, and 17 assistant 
professors. 


Finance 


Because of the relatively high cost of the project and the 
limited resources available, the Indian Government decided 
to develop the Institute in stages, and has sanctioned funds 
accordingly. The Technical Cooperation Mission of the 
United States Government has given financial help, as has 
the Rockefeller Foundation ; the New Zealand Government 
has made a second grant of £100,000 to supplement its 
original gift. Local sources carry the main financial burden, 
and the Indian Government will bear the remaining non- 
recurring expenditure and also the recurring expenditure 
for the teaching programme and hospital. 
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EMERGENCE OF PHYSIOLOGY 


This short book,* which is a product of the History of 
Science Department of Leeds University, shows what 
a good influence this comparatively new discipline is 
bringing to bear on historical studies. As an investiga- 
tion of the path followed by workers who were seeking 
a solution of two specific biological problems it is a 
model of how such a task should be approached. Long 
quotations of significant passages from the various 
works which represent the milestones along the path are 
given, and all in English translation if the original 
appeared in a foreign language. These are analysed 
and discussed in their historical context, so that the 
development of ideas clearly emerges until theory is 
eventually confirmed by experiment. 

We are not told the whole story of the establishment 
of scientific physiology, and to that extent the title is 
misleading. The two problems discussed—respiration 
and animal heat—are taken as examples to demonstrate 


*The Growth of Scientific Physiology. Physiological Method 
and the Mechanist-Vitalist Controversy, Illustrated by the Prob- 
lems of Respiration and Animal Heat. By G. J. Goodfield. 
(Pp. 174. 18s.) London: Hutchinson and Company Ltd. 1960. 
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the emergence of scientific physiology. The mechanist— 
vitalist dispute and the philosophical discussions on the 
legitimacy of employing experimental and quantitative 
procedures in physiology are, of course, intimately con- 
nected with the methods by which the problems were 
eventually solved. The resulting science does in fact 
preserve something of the attitudes and interests of both 
the clinicians and the naturalists who contributed so 
much to an understanding of its problems, and of the 
workers in physics and chemistry who provided the tools 
for their solution. They include an impressive number 
of the greatest figures in the history of science—Harvey, 
Descartes, Van Helmont, Black, Priestley, Lavoisier, 
Brodie, Magendie, Liebig, and Claude Bernard. But 
highly important contributions were made by others who 
are not as well known as they deserve to be—for 
example, the physician and chemist, Adair Crawford 
(1748-95), and the two Americans, E. D. Faust and J. K. 
Mitchell, who in 1830 published papers which revealed 
how gaseous exchange was effected through membranes 
and the relevance of this knowledge to the function of 
respiration. 

We must be grateful to Dr. Goodfield for providing 
us with this very useful survey of two of the key 
problems in physiology. Designed as a teacher’s guide 
in the history of scientific ideas, it is sponsored by the 
Nuffield Foundation Unit for the History of Ideas. 
It is by no means exhaustive or definitive, nor does it 
pretend to be. The quotations, admirable as they are, 
could well be extended, and the discussion may appear 
sketchy to those concerned with physiological problems, 
but it provides an excellent lead for those who may 
wish to add their own profundities to the discussion. 


F. N. L. Poynter. 





To-day’s Drugs 








With the help of expert contributors we publish below notes 
on a selection of drugs in common use. 


Oral Contraception 
“ Conovid” (G. D. Searle). 


Composition—A number of preparations consisting of 
progestogen—oestrogen mixtures have been undergoing trial 
as oral contraceptives. One now available is conovid. 
Each tablet contains 5 mg. norethynodrel (17a-ethinyl-17- 
hydroxy-5(10)-oestren-3-one) and 0.075 mg. ethinyl 
oestradiol-3-methyl ether. It is thus half the strength of 
the “enavid” tablet. 

Pharmacology.—The main actions are those on the endo- 
metrium and on the secretion of pituitary gonadotrophins ; 
depression of the latter inhibits ovulation. The endometrium 
is converted to a secretory pattern which in turn changes 
to a predecidual one, such as is found in early pregnancy: 
in this the glands become shrunken (“secretory exhaustion ”’), 
while the stromal development continues. On withdrawal 
of the drug, bleeding occurs like that in a normal period. 

Use as Oral Contraceptive-——One tablet of conovid is 
taken daily, preferably at night, the course beginning on 
day 5 of the menstrual cycle (day 1 being the first day of 
bleeding) and continuing for 20 days. Normally, a period 
follows 1 to 4 days later and the course is resumed on the 
5th day of the cycle as before. This can be repeated 
indefinitely, with the same effect, so far as present knowledge 
goes. Sometimes, especially during the first few cycles of 
treatment, slight vaginal bleeding (“staining” or “spotting ”’) 
may occur ; the patient should ignore this. but, if a proper 
period begins before the end of the 20-day course, the tablets 
should be stopped and resumed 5 days later. Occasionally a 
period fails to appear after stopping the course ; in this case, 


the tablets should be resumed after 5 days have elapsed 
since the end of the previous course. A period can 
confidently be expected after the end of this second course. 

The effectiveness of this type of preparation as a contra- 
ceptive has been placed beyond doubt as a result of extensive 
studies carried out under the general direction of G. Pincus 
and J. Rock. These originated in Puerto Rico, and 10-mg. 
tablets were used; they were later extended to Haiti and 
the United States, and the dose was reduced to 5 mg. 
Similar trials, on a smaller scale, have been in progress in 
Great Britain since March, 1959. By July, 1960, G. Pincus’ 
was able to report on a total experience of over 20,000 
cycles of administration, involving over 600 women. He 
gave the pregnancy rates as 61 per 100 woman-years for 
the volunteers before the trial; 0.08 (a single pregnancy, 
about which there appears to have been some doubt) for 
1,260 woman-years in which no tablets were missed ; 2.25 
for 1,422 woman-years, including those in which tablets were 
missed ; 39 when, after the trial, conventional contraceptives 
were used, and 210 when no birth control was used. With 
5-mg. tablets (i.e., the equivalent of conovid) experience ex- 
ceeds 7,000 cycles in over 1,000 women, representing a total 
of more than 500 woman-years—without a single pregnancy.’ 

Side-effects—Nausea is the commonest complaint ; others 
include breast engorgement, “ premenstrual tension,” head- 
aches, and weight gain. They are most frequently 
encountered in the first few months and later disappear. 
The incidence of these side-effects seems to vary among 
different populations, and perhaps between different 
observers. When treatment is stopped, it is usual for 
the first ovulation to be delayed, so that the first post- 
treatment cycle is typically prolonged—e.g., to 35 days. 
Thereafter, the cycle length returns to normal. 

Evidence for the long-term safety of this method of birth 
control will, of course, not be complete for another 20 years 
or more. What is known so far seems to raise no undue 
fears for the future. More than 200 women have completed 
24 or more cycles and a smaller number more than 50 cycles 
of treatment without apparent ill-effect. That subsequent 
fertility is not impaired seems to have been firmly demon- 


“ strated. The pregnancies of women who withdrew from 


the trials were normal in every respect. Studies by J. 
Rock, C. R. Garcia,. and G. Pincus* on the ovaries, 
removed for independent reasons, from women who 
had been treated with norethynodrel showed no evidence 
of damage due to the treatment, and, in particular, no 
significant difference from the normal primordial-follicle 
counts for the appropriate ages. The experience of R. W. 
Kistner,‘ using enavid in continuous high dosage (up 
to 40 mg. daily for as long as 9 months in the treatment 
of endometriosis) has further demonstrated the apparent 
harmlessness of the drug. 

Fears have been expressed that agents of this kind might 
be carcinogenic. Time alone will show whether or not 
these are groundless, but it can be stated that progestogens 
(one of the ingredients of conovid and similar preparations 
undergoing trial) have never been shown to be carcinogenic. 
and, in experimental conditions, may be anti-carcinogenic. 
Oestrogen is also present in significant amounts, and the 
question of carcinogenesis in relation to this hormone is 
less certain. Though the likelihood of these oral contra- 
ceptives being carcinogenic is probably extremely remote, 
and though fears that they might cause congenital defects 
in babies born subsequently are probably groundless, it 
still remains to be shown that the suppression of ovulation 
over long periods is harmless to the endocrine system and 
to ovario-uterine relations. 

Retail Price-—Bottle of 20 tabs., 23s. 3d. The Ministry 
of Health is considering the circumstances under which this 
preparation might be prescribed under the N.H.S. 
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Correspondence 








Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


National Epidemiology 

Sir,—No serious attempt has yet been made to utilize 
the potential advantages of the National Health Service 
for clinical and epidemiological research on a national 
basis. 

The first prerequisite is the adoption of a single 
identifying number for each patient in the National 
Health Service. At the present time, the filing of 
hospital records is chaotic. The better hospitals have 
their own unit record system in which all case notes of 
the same patient are filed according to a number allotted 
to him; less-developed hospitals have no system 
organized to link together the separate admissions of the 
same patient. This is strange when one considers that 
each patient in the N.H.S. already has an identifying 
number which stays with him no matter how many 
times he changes his family doctor. It seems to us that 
this same number should be the one forming the basis 
for the filing of notes within all the hospitals of the 
N.H.S. The adoption by all the hospitals of the country 
of this existing identifying number could take place 
to-morrow without inconvenience or expense. It would 
immediately form the basis of a unit record system for 
those hospitals which do not already possess one. 

Since the beginning of National Registration in 1939 
this number has been allotted by the local registrar of 
births and deaths at birth, and it is recorded on the birth 
entry kept at Somerset House. If it were also recorded 
on the death entry it would be a simple matter to match 
death and birth certificates, and with the adoption of the 
number by the Hospital Service it would be possible to 
follow the medical record of an individual from cradle 
to grave. 

The second prerequisite would be to use a stan- 
dardized form of case-note summary containing at least 
the following essential facts : Name, address, identifying 
number, dates of admission, discharge, transfer, or 
death, whether or not a necropsy was performed, 
diagnosis, occupation, date of birth, and sex. A copy 
of each summary, which need not contain the patient's 
name, would be sent to a National Register for coding 
and storage. Modern developments in electronics 
would make the storage of this information a simple 
matter even on a national basis, and the plant would not 
occupy much space. Likewise, analysis of the informa- 
tion would be rapid and relatively inexpensive. 

Analysis of these records would show important 
clinical associations between one disease and another. 
It would provide excellent morbidity statistics and 
create a science of prognosis. The study of human 
genetics would be transformed, provided the parents’ 
identifying numbers were also inserted on _ birth 
certificates. There would be a base from which field 
studies of the epidemiology of the important diseases of 
the day would spring. We regard this last point as a 
cardinal one, because the chronic non-infective diseases 
have become the great medical problems of to-day and 
of the future, and one of the great difficulties with these 
diseases is the possibility that an environmental cause 
may be remote in time and space from the clinically 
recognizable disease. Within a very few years of the 





introduction of a system such as we have proposed, 
valuable information would have accrued about child- 
hood diseases—for example, acute leukaemia. With 
each year that passed, the potentialities would increase. 

To illustrate that the practical difficulties are not 
insuperable it is worth mentioning that a fully developed 
scheme incorporating these two basic principles is 
already in operation in the United States Veterans 
Administration, which deals with 500,000 hospital dis- 
charges a year from a population of over 20,000,000 
scattered throughout a continent. Although originally 
set up for administrative purposes, an epidemiological 
section has recently been created to exploit the research 
potentialities inherent in the system, and one of us has 
had experience with this unit. We can see that the 
immediate introduction of such a scheme in this country 
on a national basis might present some _ practical 
difficulties. However, we believe that it would be 
relatively easy to make a pilot study on a regional basis 
in order to explore any difficulties involved in the 
introduction of the two essential features we have out- 
lined. It must, however, be emphasized that the aim 
would be to work on a national rather than a regional 
basis if the pilot scheme proved that it was readily 
practicable. 

In the nineteenth century, thanks to the work of Farr. 
Snow, and others, Britain was a pioneer in recording 
and exploiting health data. Now a great opportunity 
has arisen to be in the forefront again—We are, etc., 


E. D. ACHESON. 
S. C. TRUELOVE. 


L. J. Wirts. 
Nuffield Department of Clinical Medicine, 
The Radcliffe Infirmary, 
Oxford. 


Plantar Warts 


Sir,—I read with interest the annotation on plantar 
warts (February 11, p. 419) and especially the suggestion 
that tranquillizers might be effective in treatment. 

When Lambergeon! reported the disappearance of 22 
of a series of 23 cases of plantar warts treated with 
chlorpromazine, I tried to repeat this remarkable result 
in a series of my own. The patients were schoolchildren. 
One group had no treatment; a second group was 
treated with chlorpromazine 50 mg. at night, 25 mg. in 
the morning; a third group with propantheline 30 mg. 
at night; and a fourth group, used as a control, with a 
half tablet of aspirin night and morning. Here are my 
results : 








No. of No. of Cases Clear 
Cases Treatment | in One Month 
25 | Nil Nil 
24 | Chlorpromazine 10 
25 | Propantheline 10 
22 | Aspirin il 











In my opinion “ suggestion’? was the cause of the 
cures in the treated groups of cases.—I am, etc., 


Royal Infirmary, J. SAVAGE. 
Doncaster. 
REFERENCE 


' Lambergeon, S., Engéphale, 1954, 43, 509. 


Bodies for Dissection 


Sir,—I think Dr. W. A. Bourne’s letter (February 11, 
p. 432) is most timely. In our partnership we must 
have almost a dozen people who are bequeathing their 
bodies for dissection purposes. 
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The first time that I was connected with this was less 
than a year ago. I completed the official form A.A.I., 
on which it states “forty-eight hours having then 
elapsed from the time of death,” before the body can be 
moved. As the patient died on Friday morning | 
considered it unlikely that the official undertaker would 
call on the Sunday and so suggested that the move be 
made on the Monday. The relatives were most surprised 
to find the hearse arrive on the Saturday without any 
warning and within forty-eight hours of death, which 
is contrary to the Anatomy Act, 1832, S.9. I duly 
informed the Inspector of Anatomy of the distress which 
had been caused by this, and was told that the move was 
expedited for the benefit of the relatives. 

It matters little what time interval elapses as long as 
we all know the interval and act accordingly. It does 
seem a little confusing to state 48 hours on the official 
form and then do something different. I would like to 
suggest that there is much closer liaison between the 
Inspector of Anatomy, the official undertaker, and 
either the doctor or relatives to avoid distress on these 
occasions.—I am, etc., 


Henfield, Sussex. JOHN W. SQuire. 


Alcoholic Content of Drinks 

Smr,—As one who has for many years been engaged 
in some aspects of brewing research may I point out 
that the possible effect of carbohydrate in alcoholic 
beverages is another of the factors to be considered in 
relation to this question of stating the alcohol content 
on the bottle 2? The view seems to be gaining ground, 
although it has, I believe, been questioned in the past, 
that carbohydrate in alcoholic beverages lowers the 
blood-alcohol curve. Mellanby! found that the alcohol 
in stout is absorbed less rapidly than that in whisky in 
the same dilution, and Goldberg? demonstrated a lower 
blood-alcohol curve for beer than for the same quantity 
and dilution of alcohol in water. 

The difference in absorption and elimination rates 
when the spirits are taken without being diluted is of 
course even more marked. The studies of Haggard* 
and others show that the blood alcohol after drinking 
the spirits may rise half as high again or more as after 
beer containing the same amount of ethyl alcohol. 

One does not need to emphasize how important this 
point is in the present context. If the ordinary consumer 
came to rely on a figure on the label he would assume 
that the same figure, whether on spirits or beer, meant 
the same effect. Knowing his limit in the case of beer, 
he would assume that he could safely take the same 
amount of alcohol in spirits—with, possibly, disastrous 
results to his ability as a motorist——I am, etc., 


Twickenham, Middlesex. H. J. BUNKER. 


REFERENCES 
: Meats, 5 pee. Rep. Ser, med. Res. Com, (Lond.), 1919, 
4 M.S.O., London. 


: Goldbere. " "Proceedings of First International Conference on 
Alcohol and Traffic, 1951. Kugelberg, Stock’ 7% 

* Haggard, H. W., oan L: A., and Lolli, G., Quart. J. 
Stud. Alcohol, 1941, 1, 6 4, 


Deficit of Doctors 
Sir,—Dr. N. F. Coghill’s letter (February 18, p. 499) 
rightly stresses again the impending deficit of doctors, 
with particular reference to the present shortage of 
medical personnel in hospitals. He then suggests that 
the medical schools should increase their intake of 
students. This remedy strikes me as being sensible only 


as a long-term policy, as its effect would not be felt for 
some five to ten years. The problem is with us now, 
and requires immediate solution. 

Amongst the 20,000 general practitioners in this 
country there is a vast untapped (even if suppressed) 
pool of qualified, experienced doctors who would be 
very happy to take the dust-sheets off their talents and 
return to part-time work in the hospitals. Most of us 
have had some specialized experience in hospitals, and 
many of us have higher degrees. This pool of knowledge 
and experience is available now. Why not use it ?—I 
am, etc., 


Wembley, Middlesex. 


Sir,—Dr. N. F. Coghill suggests (February 18, p. 499) 
that the shortage of doctors to fill junior pallet posts 
should be remedied by an increased intake of students 
in the medical schools. I suggest that a big increase 
in part-time “ clinical assistant ” posts would provide an 
immediate remedy without expensive training costs or 
overcrowding in the medical schools. If suitable 
hospital posts that are difficult to fill were converted into 
several part-time jobs, to be held on a permanent or 
semi-permanent basis, I am sure that candidates would 
be found among local G.P.s and married women 
doctors, many of whom have had years of experience, 
hold higher qualifications, and would be delighted to do 
part-time hospital work. Moreover, this arrangement 
would not increase still further the number of registrars 
competing for senior posts. 

I believe that some hospital work would actually be 
done better by part-time permanent doctors than by 
full-time temporary residents. There are, for instance, 
types of out-patient clinics, such as diabetic clinics, 
obesity clinics, and follow-up clinics, which patients 


H. R. Pomson. 


_ may have to attend for many years. At present, even 


if they are lucky enough to see the same doctor each 
time, he will probably leave after six months. There 
are other hospital posts, e.g., some casualty posts, which 
can be done almost as well by part-time doctors as by 
full-time doctors. There is some hospital work, e.g., 
ward work, which is probably better done by residents 
than by part-timers. But if residents cannot be found, 
it could be adapted in a way that would be far better 
than not having it done at all. We could have a 
number of clinical assistants working only in casualty 
or out-patients. In addition, where there is need, some 
firms might be reorganized. For instance, a firm that 
at present consists of a consultant, two registrars, and 
two housemen, could do the same work with a 
consultant, one registrar, one houseman, and three or 
four part-time clinical assistants. Each week these part- 
timers could do, say, three out-patient sessions, would 
accompany the chief on his weekly round, and would 
each do one night’s resident duty. 

Much has been done to overcome the shortage of 
nurses by organizing part-time work. Efforts are now 
being made to increase the number of teachers in this 
way. I suggest that similar arrangements be made for 
doctors before the shortage of junior hospital staff 
becomes so serious that it is forced upon us.—I am, etc., 


London S.E.21. ANN MULLINS. 


School Health Service 
Sir,—Dr. W. P. Sweetnam’s letter (February 11, 
p. 423) contains much that will be welcome to many 
school medical officers (the term “assistant school 
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medical officer” is obsolete). If the care of the sick 
child, the convalescent child, the handicapped child, and 
the delicate child is to be carried out as it should be, 
that part of the child’s life which is spent in school must 
be taken into full consideration. While lack of intelligent 
care in school can retard recovery from illness and cause 
or exacerbate illness, the school environment can also 
be manipulated in the child’s interests and can become 
an implement of social therapy. 

Contacts between hospital doctor and school doctor 
leave much to be desired. Occasionally they are 
excellent, but far too often the information the hospital 
gives the school M.O. is scanty and tardy in its arrival, 
and it is still not uncommon for the school M.O. who 
asks for information to be met with snubs and slights. 
In the care of handicapped children in particular the 
consultant and the school M.O. should be in under- 
standing partnership from the day when the disability 
is diagnosed, but this is the exception rather than the 
rule. I wholeheartedly agree with Dr. Sweetnam that 
the best way to put things right is to bring the school 
M.O. into the hospital for part of his time, and I would 
like to suggest that there are also advantages in bringing 
the paediatric registrar out of the hospital to see the 
schools at first hand. 

But Dr. Sweetnam is a little premature in his dismissal 
of the school medical inspection. Only a minority of 
children get regular preventive care in their third, fourth, 
and fifth years, and a complete check on all children 
at about the age of 5 is highly desirable; the only 
point in doubt is whether it should be made before the 
child enters school. Similarly, until such time as there 
is a comprehensive industrial health service in being 
it seems important that young people leaving school 
should have an overhaul. Indeed, even when an 
industrial health service is provided there will be a case 
for a medical check some months before leaving school 
to assess suitability or unsuitability for various employ- 
ments and to make sure that any defects or disabilities 
are treated while the young person is still at school. 
A routine inspection seems to be the best way of 
providing this, though other methods might be explored. 

As the Chief Medical Officer of the Ministry of 
Education has suggested,’ alternatives to intermediate 
routine inspections are worth trying. At various times 
during the past 17 years I have experimented with 
informal systems, using school nurses and teachers to 
“screen” children and arranging for the school M.O. 
to visit the schools frequently to discuss the children’s 
health with the teachers and to examine those who were 
suspected of having defects or disabilities. Such tech- 
niques can and do work admirably and often result 
in the detection of defects at earlier and more tractable 
stages than if one waits for routine inspections. In 
theory the teacher, who sees the child and watches his 
various activities every day, is admirably situated to 
detect early signs of departure from the normal, and 
many teachers make admirable “ scouts ” for the school 
health service. But other teachers fail to detect even 
very obvious defects, and much training and education 
of teachers will be needed before a scheme of this kind 
can be made universal with hope of success. 

It is argued that the contact between the school M.O. 
and the parent at routine inspection sessions is too 
valuable to be sacrificed. The argument has some 
validity, but too often the very parents who need to be 
interviewed by the M.O. are precisely those who fail 
to attend the inspection. It should not, in any case, be 
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impossible to find alternative methods of keeping in 
touch with parents. But Dr. Sweetnam is wrong in 
hoping that changes of this kind will give the M.O. more 
time for hospital work. In practice, the “ informal ” 
systems consume no less time than the formal ones, 
though the time is probably spent to better advantage. 
What is probable is that joint appointments on the lines 
he suggests and the substitution of flexibility for routine 
in school health work will make the service more 
attractive to recruits of the right kind—if the local 
education authorities who employ them are willing to 
pay the price.—I am, etc., 


Public Health Department, 


Colchester, Essex. JoHN D. KERSHAW. 


REFERENCE 
' The Health of the School Child. Report of the Chief Medicai 
Officer of the Ministry of Education for the Years 1958 and 
1959, 1960, p. 62. H.M.S.O., London. 


Clinic Doctors 

Sir,—I note with regret that once again the hardy 
perennial of clinic doctors versus family doctors rears 
its unwelcome head in your pages. I think the time 
has come when the protagonists of both sides must 
realize that preventive and curative medicine go hand 
in hand, and that any attempt by either party to confine 
their activities into watertight compartments will 
inevitably meet with disaster. 

As a medical officer of health it seems to me that the 
inherent difficulty is one of understanding the functions 
and duties of each branch of the medical services 
mentioned above. I am only too ready to admit that 
there has been much minor unethical behaviour on both 
sides. For example, it is just as unethical for a family 
doctor to suggest to his mothers and children that they 
should not go to the local health authority clinics as it 
is for the clinic doctor to engage in the treatment of a 
child who is already receiving treatment from the 
family doctor. My feeling is that a lot of this behaviour 
has occurred in the past and will continue to do so 
unless a real and genuine effort is made by both sides 
to co-operate, and above all to understand what type of 
service each has to offer the other. I propose that the 
best possible method of integration of these services 
should be based upon the local paediatrician and his 
unit or units in hospital. I think the following four- 
point scheme could be well adopted by any local health 
authority who appreciates that its assistant county 
medical officers of health and general practitioners are 
running into this difficulty. I propose: 

(a) Each clinic doctor to have an official affiliation with 
the local consultant paediatrician. He has a free inter- 
change of hospital sessions and clinic sessions, and under 
the paediatrician’s supervision the use of a number of beds. 
In effect he becomes a district registrar. 

(b) As a collorary each clinic doctor to have at least one 
higher academic qualification or be granted facilities by his 
employers for obtaining same. Future employees must 
show that they have either adequate clinic experience or a 
higher qualification before engaging in the maternity and 
child welfare services and school health services of to-day. 

(c) The general practitioners to attend at regular sessions 
to be held in conjunction with the paediatrician of the local 
hospital, in which everyday subjects are discussed in con- 
junction with the doctors engaged in the preventive 
services. 

(d) I finally propose that there should be a free inter- 
change of family doctors’ surgery sessions and clinic 
sessions. It should be possible for a general practitioner 
to perform one or two clinic sessions per week on a rotating 
basis together with appropriate clinic doctor performing his 
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surgery. In this way, I think, there will be a rapid apprecia- 
tion of the viewpoints of both sides, and administratively 
could present very little difficulty. 

I think such a four-point scheme would do much to 
bring the knowledge of present-day paediatrics and child 
health up to date in the minds of both the clinic doctor 
and the family doctor. Too often, as a clinic doctor, 
one gets the sense of complete frustration and lack of 
opportunity of the follow-up of the cases that one sees. 
Similarly in a family doctor I can well appreciate the 
frustration felt at the apparent undermining of the early 
family-doctor-mother-and-child relationships. Such a 
scheme as illustrated above, I think, would rapidly show 
to the mother that both services are closely welded 
together and that to a certain degree the services she 
requires are obtainable from the appropriate doctor 
concerned. She need have no fear then of participating 
in a scheme which as yet has few signs of integration.— 
I am, etc., 


Health Department, 
Wednesfield, Staffs. 


PETER J. C. WALKER. 


Sir,—In reply to the letter of Dr. Jennet Rees 
(February 11, p. 431), all general practitioners who have 
their own infant and child clinic always see babies and 
children at more frequent intervals than a clinic doctor, 
and also visit the child at home, resulting in earlier 
diagnosis of the complaints mentioned by Dr. Rees. 
The general practitioner is able not only to advise the 
mother but to treat her when necessary, so that she is 
better able to cope with the stresses and strains of 
motherhood. 

In conclusion I refer to the editorial in the 
Practitioner! which stated, ““ The essence of good general 
practice is that the family doctor cares for his patients 
at all stages, and to suggest that general practitioners 
should delegate the care of their child patients to others 
—whether public health doctors or other general prac- 
titioners—is a complete negation of the whole concept 
of the family doctor. By all means let the local authority 
provide ancillary services, such as nurses and health 
visitors, but the day-to-day care of the children must be 
personally supervised by the general practitioner. 
Indeed, it would scarcely be going too far to say that 
the persistence of welfare clinics run by local authorities 
is an admission that the general practitioners of the 
country are not pulling their weight "—a statement with 
which I am in full agreement.—I am, etc., 

Gillingham, Kent. Epwarp L. MOLL. 

REFERENCE 
1 Practitioner, 1960, 184, 554. 


Sir,—This correspondence seems to have developed 
into a battle between full-time clinic doctors and general 
practitioners. May I say that no criticism of the clinic 
doctor per se was either intended or implied in the letter 
from Drs. N. R. Garden, Rosemary M. W. Ince, and 
myself (January 14, p. 132). Indeed, many clinic doctors 
are G.P.s in the rural areas. The criticism was rather of 
the system which pays lip-setvice to the role of the 
general practitioner functioning as a “family doctor,” 
while supplying other doctors, be they full- or part-time, 
to overlap or supplement his work in the infant welfare 
clinics. Where the standard of general practice is high, 
surely the clinic doctor’s work is unnecessary. 

The clinic doctors all stress the “ preventive ” side of 
their work, which was so revolutionary and important 
before the days of the National Health Service. Now all 


immunization procedures are available to children, free, 
from their own doctors. As Dr. R. T. Donald (February 
11, p. 430) points out, in these regular visits the family 
doctor may observe the child’s physical and mental 
development, in the family environment, which is so 
important. As Dr. Jennet Rees (February 11, p. 431) 
states, many mothers do need the opportunity for getting 
something off their chests and these occasions are most 
useful for that purpose. For the true family doctor does 
not, as she implies, consider this a waste of his valuable 
time, but an opportunity to help the mother to under- 
stand and come to terms with her own natural worries 
in the bringing up of a young family. He can thus help 
her not to project them on to her children and promote 
further anxiety in them. An experienced and sympa- 
thetic health visitor in the clinic who can refer difficult 
problems, both emotional and physical, to an interested 
family doctor is surely the ideal ?—I am, etc., 

B. K. ATTLEE. 


Sutton Valence, Kent. 


Croup 


Sir,—Dr. J. A. Forbes (February 11, p. 389), discussing 
tracheotomy in infancy and childhood for laryngo- 
tracheo-bronchitis, states “attempts to provide general 
anaesthesia are dangerous” and “the operation is 
performed under local anaesthesia.” Having had some 
experience of this problem, having anaesthetized for this 
Operation, and having seen it performed under local 
anaesthesia, I am forced to disagree with this view. This 
operation on infants or children, if they are conscious at 
all, should be performed under a general anaesthetic 
given by a competent anaesthetist. Dismissal of general 
anaesthesia for infants or children as impossible, too 
difficult, too dangerous, or unsatisfactory is the result 


- of lack of familiarity with anaesthesia for these age- 


groups, a situation which should be remedied. If the 
anaesthetist present feels unable to give the anaesthetic 
he should seek the help of another experienced in the 
problem. I am aware of the difficulties of general 
anaesthesia for tracheotomy in this disease, but general 
anaesthesia for many other conditions in both adults and 
children is also often difficult. We do not deny these 
patients or their surgeons the benefit of general anaes- 
thesia. It should not be denied to a child requiring 
tracheotomy. The choice of anaesthetic and the use 
er not of pre-operative atropine should be left to the 
anaesthetist. My own preference would be for cyclo- 
propane and oxygen after a small dose of atropine. 

Anyone who has been present at such an operation 
carried out under local anaesthesia knows the great 
mental distress and physical discomfort suffered by a 
child, already anxious from respiratory embarrassment, 
forcibly restrained on an operating table without any 
previous sedation, sedation being contraindicated. The 
struggling involved will exhaust the child, and should he 
be in urgent need of tracheotomy he will rapidly become 
completely obstructed. If in less urgent need he will 
struggle more energetically and for a longer time, making 
the surgeon’s task very hazardous or almost impossible. 
Under general anaesthesia the element of laryngeal 
spasm gradually lessens, the airway usually improves, 
and it is very rarely that an endotracheal tube cannot be 
passed. The surgeon can perform an unhurried opera- 
tion on a quiet field. A conscious child not physically 
exhausted or emotionally disturbed is returned to the 
ward. 
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A child totally unconscious from whatever cause is a 
different problem, though again the anaesthetist may be 
of use in resuscitation and control of oxygenation during 
the operation.—1 am, etc., 


Central Middlesex Hospital, 
London N.W.10. 


CONSTANCE C. M. Howie. 


Bulbar Polio in Pregnancy 


Sir,—Despite advances in treatment during the past 
decade, the outcome of a severe attack of poliomyelitis 
is always problematical and the mortality high. 
Nevertheless, there is general agreement on the value 
of the basic principles of postural drainage and 
tracheostomy with intermittent positive-pressure respira- 
tion when swallowing and breathing are affected. It is 
astonishing, therefore, that Mr. M. B. Wingate and Drs. 
H. K. Meller and G. Ormiston (February 11, p. 407) 
did not apply these well-established techniques when 
presented with a woman who could neither swallow nor 
breathe effectively. To prop up such a patient increases 
the danger of inhalation pneumonia and especially when 
there is a history of vomiting. Induction of labour 
merely adds to the demands already made on the failing 
respiration. Surely the belated advice offered by the 
authors, that “section is imperative when breathing 
becomes affected, and in this event tracheostomy and 
some form of mechanical aid to respiration are man- 
datory,” is the only course to adopt in such cases.—We 
are, etc., 


Coppetts Wood Hospital, 
London N.W.10. 


Royal Free Hospital, 
London W.C.1. 


R. T. D. EMonb. 


A. MELVIN Ramsay. 


Oral Treatment of Diabetes 


Sir,—Two statements concerning diabetes mellitus in 
recent numbers of the Journal deserve comment, as they 
complicate what is a relatively simple matter. In a 
leading article (January 21, p. 188) you state that, when 
diabetes is controlled by diet and sulphonylureas, 
“ diabetic control cannot be properly assessed if the only 
specimens of urine tested for glucose are those passed 
before breakfast ; these merely reflect the lowest blood- 
glucose concentration.” It is suggested that a specimen 
of urine passed two or three hours after a meal should 
also be tested. 

Efficient simple control is important in many patients 
benefiting from this form of treatment, and the 
multiplication of tests does not contribute to this. The 
interpretation of the results by a patient (or even a 
doctor) of two tests, one negative and the other positive 
or negative, is not as simple as a single “ all or nothing ” 
test for glycosuria. Many of these patients will show 
a negative test for glucose in the second pre-breakfast 
specimen. What happens the rest of the day is 
immaterial, provided a test at the same time is negative 
the following morning. Efforts to render all the tests 
throughout the day clear of glucose invite the risk of 
hypoglycaemia. 

That this approach is effective depends upon the fact 
that mild diabetics relapse very slowly, as is shown by 
the fact that a single injection of short-acting soluble 
insulin is very often effective in giving adequate control. 
If then it is accepted that it is sufficient to examine the 
second pre-breakfast urine specimen for the presence 
or absence of sugar, the second statement, in reply to an 


“ Any Question ? ” (January 7, p. 67), that “ test papers 
should not be used by diabetics,” becomes invalid. 
These test papers are not prescribable on an E.C.10, 
though they may be prescribed for hospital out-patients. 
Clearly they should be made available on prescription by 
general practitioners for the purpose described above.— 
I am, etc., 


Liverpool 1. Ewan F. B. CADMAN. 


Over-stretching the Temporo-mandibular Joint 


Sir,—Whilst the letter of Mr. J. M. Foreman 
(December 24, p. 1889) and the subsequent replies of 
Mr. R. R. Stephens (January 21, p. 207) and Mr. J. H. 
Sowray (January 21, p. 208) point out the danger to 
permanent incisors during tonsillectomy when a Boyle- 
Davis gag is in use, and stress the need for dental co- 
operation as soon as it can reasonably be obtained, they 
ignore a far more serious hazard to the patient. I refer 
to damage to the temporo-mandibular articulation, 
caused by over-opening with consequent pulling forward 
of the condylar head and rupture of the posterior 
attachment of the inter-articular disk. 

The voluminous literature on arthrosis of this joint 
during the last twenty-five years underlines at once the 
frequency and difficulty in treating these cases. Hankey 
in his classical paper' reported that 20% of cases were 
due to extrinsic trauma; and forced opening under 
general anaesthesia will account for some half of these 
cases. 

Dental surgeons are well aware of this danger and 
support the jaw whilst applying exodontic force. How- 
ever, throat surgeons and anaesthetists do not show the 
same realistic approach. It would be well if the 
suggestion of Mr. Stephens for a round-table conference 
to improve gag design was implemented. There are few 
instruments which require greater care in their use. 
However, until such a conference can be held, it would 
be well if a dental surgeon could see all cases where 
forced opening of the mouth under general anaesthesia 
resulted in subluxation or post-operative pain in the 
temporo-mandibular joint, as well as those cases where 
there was actual dislocation or damage to teeth—I am. 
etc., 


Dental School, 
University of St. Andrews. 


REFERENCE 
' Hankey, G. T., Brit. dent. J., 1954, 97, 249. 


D. C. HALL. 


Tooth Reimplantation 


Sir,—I have read the correspondence on the above 
subject with much interest, and I heartily endorse the 
plea made by Mr. R. R. Stephens (January 21, p. 207) 
for an improved design of anaesthetic gag. I disagree, 
however, with some of the dogmatic statements which 
he makes, and I feel that the medical profession should 
realize that the prognosis for such teeth is not invariably 
gloomy, nor is their loss easily compensated. 

It is not my intention to enter into lengthy discussion 
on the detailed points in your columns, as I feel that 
these considerations fall more properly within the 
province of the dental surgeon, but-I would disagree in 
particular with his advice “that if a central incisor is 
knocked out... the patient’s interests will be best 
served by omitting to replace it.” I believe the best 


course of action would be for the anaesthetist concerned 
to seek advice from a dental consultant, and, if this is 
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not readily available, the tooth should be replaced 

immediately, until such time as the patient can be 

examined and treated by a dental surgeon.—I am, etc., 
ANDREW F. CARMICHAEL. 


Department of Operative Dental Surgery, 
University of Glasgow Dental School. 


Prevention of Dental Caries 


Sir,—I read with much interest your leading article 
(January 28, p. 262) on this subject. May I suggest that 
it is not well established that “ the kidney, the placenta, 
and the mammary glands are efficient filters preventing 
a rise in fluorides to toxic levels in the tissue fluids.” In 
his book The Problem of Dental Caries! Professor Douw 
G. Steyn quotes a number of medical references to show 
that fluorine is found in milk and that it passes the 
placental barrier. Others are quoted by Dr. Ionel 
Rapaport? in his paper “ Nouvelles recherches sur le 
mongolism.” As this paper indicates an association 
between the amount of fluorine in water consumed by 
pregnant mothers and the incidence of mongoloid births, 
it is also evidence of the same fact and is all the more 
significant in that the waters concerned ranged from 
0.0 to 2.6 parts of fluorine per million.—I am, etc., 


London S.W.11. DOUGLAS OF BARLOCH. 
é REFERENCES 
‘ Steyn, D. G., The Problem of Dental Caries, 1958. 


Voorwaarts, Johannesburg. 
* Rapaport, I., Bull. Acad. nat. Méd. (Paris), 1959, 143, 367. 


Oral Contraception 


Sir,—* The prime function of the human race” says 
Dr. Dick Glover (February 11, p. 432) “is to reproduce 
itself.” Is it? The functions of the human body, to 
say nothing of the human race, are so many, why single 
out reproduction as the “prime” one? And if, as I 
suspect, Dr. Glover did not really mean “ function ” 
but “duty,” it seems to me that the prime duty of the 
human race is to learn how to live in peace in a world 
population of ever growing density. Should any 
contraceptive prove itself harmless and helpful in 
stabilizing our ever-growing numbers, it should be 
greeted with a sigh of relief by all those who give the 
welfare of humanity any thought. 

As to dame Nature, always personified by those who 
cannot imagine a world without a policeman, she has 
proved proof against worse assaults than this one. We 
have every right to hope that the benefits of proper 
population control will far outweigh the—so far purely 
imaginary—disasters Dr. Glover enumerates. Let us 
look forward then to a world where children are born 
by choice only and not greeted with a sigh by already 
overburdened parents.—I am, etc., 


Pinner, Middlesex. E. ELKAN. 


Sir,—I am not clear how seriously Dr. Dick Glover’s 
letter on oral contraception (February 11, p. 432) was 
meant to be taken. Certainly it is a beautiful example 
of the sort of thinking which blocked the progress of 
medical or other scientific thought during the “ Dark 
Ages.” To the exclusion of any thought for the prob- 
lems confronting reality, his theories of the fearful 
consequences of the advent of such a method of 
contraception depend entirely upon his emotions, 
without a scrap of evidence to support them. Any 
genuine complications should merely be a stimulus for 
further investigation. 

Dr. Glover’s “ Nawre” is quite unable to adapt 
herself to changing conditions, and, as medicine has 


been bold enough to upset her balance, the production 
of an efficient, safe oral contraceptive is an essential 
duty that is now owed to her.—I am, etc., 


St. Thomas’s Hospital Medical School, J. S. Coss, 
London S.E.1. Medical Student. 


Menstrual Red Eye 


Sirn,—The case reported by Mr. M. D. O’Brien 
(February 4, p. 359) is very similar to a case that I have 
under my care. 

I first saw her in October, 1957, when she complained 
that every month, for a day or two before her period, 
she had had nausea and a pain across the right brow 
lasting for about six hours and then gross epiphora for 
12 hours. Some time later I admitted her over the 
relevant time for the performance of a tension curve. 
This showed that the tension in both eyes was raised 
above its usual normal for three days before menstrua- 
tion commenced, rising to a peak 48 hours before and 
falling rapidly afterwards. She was seen by Dr. A. C. 
Crooke at Birmingham, who agreed that this was a rise 
in tension secondary to the menstrual cycle. 

She thereafter became pregnant and was quite free 
of any attack up to the sixth month, but had an attack 
in the seventh month, and thereafter all the attacks 
were regular again after confinement. She was therefore 
put on to “ diamox ” (acetazolamide) over the relevant 
days and this kept her free of attacks. It seems to me 
that the case reported by Mr. O’Brien is probably exactly 
similar.—I am, etc., 


Cheltenham. ROBERT W. STEPHENSON. 


Sir,—Mr. M. D. O'Brien’s inquiring letter (February 
4, p. 359) concerning the “ menstrual red eye ” brings to 


* mind a case in which I was also concerned as a dresser 


in an obstetric department some years ago. 

The patient, aged 29 and in her first year of married 
life, developed painful, injected eyes at the onset of 
menstrual flow. Concurrently ulcers appeared in the 
mouth and on the external genitalia. Apart from her 
generalized discomfort her sight began to fail. The 
ophthalmologist reported an iridocyclitis with increasing 
lenticular opacities. This syndrome was first described 
by Behcet and is also known as periadenitis mucosa 
necrotica recurrens. It is not strictly gynaecological 
except in this case. 

Suppression of the menses by oestrogen therapy also 
stopped the conjunctival flares. It was decided that 
the inflammatory response could be best controlled by 
steroids. By the time optimum dosage was found she 
was undergoing needling for the well-developed 
cataracts and was learning Braille. Cause? Well, it 
seems hormones, allergy, separate or combined, give 
food for thought, especially as I have heard of a case 
of a male aged 50 years with Behcet’s syndrome.—I 
am, etc., 


Stoke-on-Trent, PETER M. GREEN. 


Medicine in North America 


Sir,—The article “ General Practice in the U.S.A.” 
by Dr. W. W. Fulton (January 28, p. 275) made distress- 
ing reading. It was distressing for three reasons. In the 
first place because it was unfair and _ seriously 
misleading ; secondly, because it made little attempt to 
show anything of the interesting developments in 
American medicine from which we can learn so much ; 
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and because it will dishearten those American doctors 
who refuse to accept the A.M.A.-type picture of the 
N.H.S. and who would like to promote understanding 
between us. Your half-apologetic reference to it in 
your leading article (February 4, p. 344) speaks for 
itself. 

The Ford Foundation and the English Speaking 
Union made it possible for me to spend two months in 
the United States last year. I travelled widely ; I met 
a large number of doctors, and I am happy to be able 
to deny that the currently popular picture of a people 
cowering before the rapacious American doctor bears 
any relation to reality. Financial profit is not the 
“primary motive” of the American doctor. 

Dr. Fulton quotes certain average charges—consulta- 
tion 21s. to 35s. ; appendicectomy £50 ; caesarean section 
£85. It is important to remember that on a per caput 
basis the U.S. national income, and therefore the 
average income of the populace at large, is rather more 
than twice our own. Comparable charges in this 
country would be, therefore, 10s. 6d. to 17s. 6d., £25, 
and £42 10s. The average American general practi- 
tioner, so far as can be determined, earns about twice as 
much as his British counterpart. This seems to me 
entirely reasonable, unless we feel that our own 
differential is too great. 

It is also misleading to quote hospital charges without 
(1) relating them to the nation’s wealth, or (2) indicating 
the exceptionally high standards of accommodation, 
comfort, and service which the American patient expects 
when in hospital. Furthermore, American hospitals are 
for much the greater part non-profit-making. No 
capitalist is pocketing the proceeds. Surplus money 
goes to improve the hospital. 

Of course, the American medical service is far from 
perfect. The situation of the old people and the very 
poor needs to be remedied. Americans are striving, 
with much creaking and groaning of their medical and 
political systems, to remedy it, and to supply the best 
medicine for everyone. They will do it. And they 
will probably do it better than we, unless our people 
are prepared to spend more on the Health Service. The 
American doctor is a man of sound education ; of great 
enthusiasm for his work ; of generous dedication to his 
patients. He has a reasoned discontent with what is, 
and an urgent desire to improve. He could learn a 
great deal from us, and we will only make him less 
willing to learn from us if we sneer at his difficulties. 
I am sorry to say that in publishing this article you have 
done to American medicine what you objected to the 
A.M.A. doing to us. Transatlantic mud-slinging will 
advantage us not at all.—I am, etc., 

Carlisle. THOMAS GARDNER. 


Medicine in Europe 


Sir,—Dr. John Fry (February 4, p. 350) has summed 
up our conditions very accurately indeed. The free 
choice of any doctor and access to any policlinic make 
for very expensive medical care and a lot of unnecessary 
visits, owing to the patient’s inability to understand his 
own illness and to choose the right specialty. There is 
no doubt that a G.P. as the primary doctor is the 
method of choice. 

General practice has for many years suffered from 
adverse winds. The hospital physician, inclined to work 
scientifically, has looked down on the plodding G.P., 
and the general public (including the politicians) has had 
-an almost superstitious belief in all the shining apparatus 


in the hospitals. The cost of care in the policlinics has 
been supposed to be very low. But to-day there is an 
increasing cry for family doctors. The patient has found 
the G.P. a sympathetic listener in contrast to the rushed 
hospital scientist. The real cost of a visit to a policlinic 
has been found to be about twice as high as a visit to 
the private physician. The latter now provides for a 
third of all out-patient care. 

The G.P. has free access to hospital facilities such as 
for x-rays, E.C.G., B.M.R., and so on. Co-operation 
with hospital physicians is very good in Géteborg. 
Patients with a G.P.’s letter have right of precedence in 
visiting policlinics for internal medicine. It is possible 
to work as a real family doctor. Most of my patients 
visit me for all their diseases, consulting specialists on 
my advice.—I am, etc., 


Goteborg 6, N. R. BLUME. 
Sweden. 
Cot Deaths 
Sir,—I was extremely interested to read your 


annotation (February 11, p. 417) on the subject of infant 
deaths in the cot. As you state, this is a subject which 
has puzzled paediatricians and pathologists for many 
years. The majority of explanations have been based 
on the supposition of infection, suffocation by pillows, 
or the aspiration of vomitus. A recent newcomer, as 
you describe, is the question of anaphylactic shock due 
to sensitization to the proteins of milk. 

This prompts me to relate a rather frightening experi- 
ence which occurred some five years ago. I was making 
a routine call on a patient, and, on knocking on the door 
of the house, there was no reply. Finding the door 
unlatched, I opened it and quietly walked into the living- 
room. The mother was asleep on the couch, and my 
attention then turned to her baby of 3 months, who was 
lying in a pram in the room, tightly wrapped in a 
blanket. This baby was in extremis, grey and cyanosed, 
struggling feebly to disimpact itself from a feeding-bottle 
which was jutting from its mouth. Removal of the 
bottle restored the situation. The fatigued mother had 
left the child in the pram, sucking its feed from a bottle 
which was propped up with a folded blanket so that it 
lay in a suitable position. The child had obviously been 
attacking its feed with gusto and had sucked so hard 
that the heavy bottle had moved forward to such an 
extent that the soft teat had become impacted in the 
hypopharynx. The child had been unable to free itself 
and was being asphyxiated. 

This method of infant feeding is common in large 
working-class families, where the mother is often unable 
to devote her full attention to the child owing to 
pressure of domestic work and chronic fatigue. When- 
ever I see this being done, I always warn the mother 
of the dangers, but I often feel that my words of advice 
fall upon stony ground. I suspect that this method of 
feeding is often employed during the night, in order to 
permit the mother to return to her bed as quickly as 
possible.—I am, etc., 


Bradford 3. STANLEY MYERS. 


Sir,—I read with interest the annotation, “ Infant 
Deaths In Cot” (February 11, p. 417). The experiments 
quoted therein are related entirely to sensitization to 
cow’s milk, but, in fact, a number of “cot deaths” 
occur in totally breast-fed infants. If anaphylactic 
shock is considered to be the explanation of such deaths, 
further work should be undertaken to demonstrate, if 
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possible, the presence of infant sensitization to human 
milk in these cases, for at present allergy to human milk 
is said to be extremely rare—I am, etc., 


Salisbury. G. J. THORPE. 


Repair of Small Arteries 

Sir,—One is occasionally confronted by a severely 
lacerated wrist in which both radial and ulnar arteries 
have been completely divided. In such a case it is 
desirable to r2nair one or other of these arteries. Com- 
plete division anc ligation of one of these arteries in 
a simple laceration probably never leads to any trouble, 
but interruption of both arteries may well lead to 
ischaemia of some of the intrinsic muscles of the hand. 
The incidence of amputation following injury and 
ligation in 196 cases! in World War II was as follows: 
ulnar artery alone 1.5%; radial artery alone 5.1% ; 
radial and ulnar arteries 39.3%. These figures demon- 
strate the comparatively much more serious consequences 
of division of both arteries. 

On January 2 this year the following technique was used 
to repair a radial artery divided two inches (5 cm.) above 
the level of the wrist joint (see diagram). 


POLYTHENE TUBE 











ne 
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ARTERY UTURES aRTEROTOMY 


After control of each free end of the artery by vascular 
clamps, and trimming of the divided ends, a fine polythene 
tube was passed upwards and downwards into the narrow 
lumen of the collapsed artery. A small incision was made 
in the proximal segment of the artery, just below the clamp, 


and the proximal end of the polythene tube was brought” 


out through this opening. The ends of the artery were 
approximated over the tube by inserting two stay sutures 
at opposite points on their circumferences. The anastomosis 
was then completed by a simple over-and-over continuous 
suture, using oiled arterial silk. The polythene tube was 
then withdrawn through the proximal arterotomy. This 
opening was closed by two sutures. After removal of the 
clamps, blood coursed through the artery. Bleeding from a 
small split just below the anastomosis was controlled by 
one suture. There was no constriction of the artery at the 
site of the anastomosis or the arterotomy. The distal radial 
pulse, which had been absent prior to repair, returned 
immediately. The pulse could still be easily felt six weeks 
later. 

This technique facilitated the repair of a small artery 
without constriction of the lumen. It could be applied 
to the repair of other small but important arteries, such 
as the posterior tibial. or in experimental vascular work 
on small arteries of animals.—I am, etc., 

Birmingham Accident Hospital, P. D. HUGHES. 


Birmingham 15. 
REFERENCE 


' DeBakey, M. E., and Simeone, F. A., Ann. Surg., 1946, 123, 
534. 


Epidural Anaesthesia and Bed Rest in Sciatica 

Sir,—I have been very interested in the renewed 
interest in epidural injection as a treatment for sciatica. 
I have used this now for some 24 years and have only 
had one accident. This was due to infection and was 
in the pre-antibiotic days. Many of my patients now 
are admitted after a preliminary x-ray of the spine has 
been made. They are given an epidural injection under 
thiopentone anaesthesia, and, when on their back, 


suxamethonium chloride is given. This causes complete 
relaxation and the weight of the body in many cases 
seems to help in reducing any dislocation of the disk. 

I have described this method with Dr. R. A. Hogben 
in the Journal (July 2, 1960, p. 65) and in previous 
papers. The saving of time effected by this method is 
very considerable. The alternative would seem to be 
bed-rest, with or without traction and analgesics, for 
some five to six weeks. I agree that in many cases this 
does produce relief, but it also makes big demands on 
the time of the patient. It would seem to me that a 
proceeding which I have done many hundreds of times 
with only one unfortunate accident—which might have 
been prevented—and which reduces the stay in hospital 
to three days and produces relief in 75 to 80% of the 
cases treated, is one which should be considered. | 
am glad to know that others are finding this method 
helpful and useful——I am, etc., 


London W 1. GERALD SLOT. 


Sir,—The usefulness of any measure for the treatment 
of sciatica with neurological signs must be assessed 
against a background of the recurrence rate. I have, in 
the course of 13 years, formed the “ clinical impression ” 
that treatment which removes the guarding muscle-spasm 
may increase the liability to relapse by interfering with 
the healing of the (conjectural) weak spot in the annulus 
fibrosus. 

In the hands of Dr. J. Cyriax (February 11, p. 428), 
epidural anaesthesia is, I know, practically without risk, 
but I would be more convinced of its efficacy if Dr. 
E. N. Coomes (February 18, p. 506) could produce some 
figures extending over a longer period. 

When we first see a patient with an acute locked back, 
I would suggest that our efforts should be directed rather 
at a long-term policy of controlling his disk incidents 
until he achieves a fibrous but stable joint, than at 
spectacular short-cuts, the popularity of which may 
explain the apparent increased frequency of the 
syndrome.—I am, etc., 


London W.1. W. HARGRAVE-WILSON. 


Clinical Aspects of Cardiomyopathy 

Sir,—Dr. I. R. Gray has made a useful point in his 
letter (February 4, p. 357). We would entirely agree 
that a study of acute cardiomyopathy, or “ isolated 
myocarditis,” would be of great interest, and might 
contain valuable clues to the aetiology of the subacute 
and chronic types. Our paper (January 14, p. 69), 
however, was essentially concerned with our own 
experience of cardiomyopathy, which, unfortunately, 
has been very scanty with regard to the acute forms. 
It is true that we might perhaps have paid more attention 
to this aspect of our definition, and we are grateful to 
Dr. Gray for drawing our attention to this important 
matter.—We are, etc., 

J. F. Goopwin. 


H. Gorpon. 
Postgraduate Medical School of London, A. HOLLMAN. 
London W.12. M. B. BisHop. 


Depression 
Sir,—I was most interested in Dr. William Sargant’s 
article on “Drugs in the Treatment of Depression ” 
(January 28, p. 225). In general, I am in agreement with 
him on the main uses of monoamine-oxidase inhibitors. 
However, I do not agree that the reactive depressions 
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can be easily diagnosed and treated in practice. These 
are among the most difficult psychiatric conditions to 
assess, and one may not be sure of their true nature 
except by the results of treatment. I think, also, 
particularly in the case of young people, that the mono- 
amine-oxidase inhibitors are only partially effective in 
treatment. Other means, particularly psychotherapy, 
are most important. Psychotherapy in these conditions 
need not be unduly esoteric. However, it is most 
important that the doctor should see his patient at 
frequent intervals—at least once a week for the first 
few weeks—and be able to spend a reasonable period of 
time with him—at least half an hour. Under these 
circumstances, where some sort of confidence can be 
established between patient and doctor, treatment will 
be greatly facilitated by these drugs. Such an approach 
enables patients to bring to the fore problems which 
may have been bothering them for a very long time 
but which they have been ashamed to admit to their 
family doctor. I think many patients nowadays feel 
disappointed that the only thing the psychiatrist does 
for them is to give them tablets. I am convinced that 
handing over various antidepressive drugs after the sort 
of five-minute talk that one is tempted to have on 
repeat visits is a mistake. 

It is very much easier for practitioners to treat the 
more obvious depressive illnesses than the reactive 
depressions, because the former are very much more 
amenable to purely drug therapy than the reactive 
depressions, which indicate, I] am quite sure, long- 
standing unresolved conflicts. Quite apart from reactive 
depressions masquerading as anxiety states, as they 
often do in young people, they may not infrequently 
present symptoms of a marked psychotic tendency. The 
differential diagnosis between schizophrenia and anxiety 
hysteria may be very difficult indeed.—I am, etc., 


London W.1. W. B. KNAPMAN. 


Prescribing Costs 

Sir,—Following the theme of Dr. J. Atkinson 
(February 18, p. 504) it is pertinent to draw attention to 
yet another factor affecting prescribing costs, and that 
is the personality of the doctor. 

Few would dispute that there are wide variations 
amongst general practitioners in personality, and there- 
fore also in their conception of how tolerant one should 
be towards the inadequacies of one’s fellow men (and 
women). At one extreme one may have Dr. X who is 
efficient, brusque, and intolerant of any weakness in 
others but a paragon of charm towards others of his 
kind. Dr. Y, on the other hand, is somewhat slow but 
very thorough in his work, very tolerant towards his 
fellows, always trying to see the good in them, and 
rather reluctant to refuse anything reasonable lest they 
should be offended. Both types are excellent practi- 
tioners, each in his own way and each for his own type 
of patient. Dr. X will have a list of self-sufficient, well- 
adjusted, easily pleased patients on the whole, because 
the weaker brethren will have been discouraged by his 
manner and changed to another doctor. Dr. Y will tend 
to keep his weaker brethren, because they enjoy his 
more sympathetic approach and will probably have 
many more coming to him from Dr. X. The healthy, 
self-reliant, no-fuss-and-nonsense brigade, however, 
intolerant of Dr. Y’s slowness, will take themselves on 
to Dr. X’s list. 

Assuming that both doctors have lists of approximately 
the same size, it is reasonable to suppose that Dr. X 


will not only see his type of patient less often but will 
also have to prescribe for them much less since 
they are, almost by definition, the ones who recover 
quickly. Dr. Y, on the other hand, will meet with every 
conceivable complication, the most protracted con- 
valescences, and a high proportion of patients dragging 
out their tablet-consuming existences to become 
octogenarians. 

I have described the extremes of patient and doctor, 
and I am not postulating that any practice is composed 
of one type of patient only, but I am quite certain from 
my own observation that the most importunate patients 
are attracted to a certain type of doctor, and that he 
conceives it as his duty to supply their needs. Any 
suggestion that he does this in order to build up his list 
is ludicrous, because he merely makes a tremendous 
amount of work for an uneconomic return. 

The questions at issue are whether Dr. Y should treat 
his patients according to their needs, as interpreted by 
him. Is this the purpose of the Health Service ? If so, 
should Dr. Y be penalized for doing his very arduous. 
work in his own way? At the moment he is penalized. 
It would seem that his only remedy is to realize what is 
happening and to reverse the trend by removing from his 
list all the weaker brethren. One visualizes a pool of 
lost souls, whom no doctor dares to have on his list, 
lest his prescribing costs rise. Does Mr. Powell really 
want practitioners to remove the heavy consumers from 
their care to avoid the consequences, or can we hope 
that the Ministry will accept that no two practices are 
alike, and that prescribing costs per patient may reflect 
the volume of work rather than extravagance on the 
part of the doctor ?—I am, etc., 


Sheffield 10. H. H. Prune. 


Sir,—We are constantly being nagged at from all sides 
on the subject of economical prescribing. My trouble 
is that I find great difficulty in comparing prices of the 
same drug marketed under different trade names by the 
various drug firms. When one tries to compare prices, 
one gets bogged down in “ basic N.H.S. costs,” purchase 
tax, and the like, whereas the figures supplied in the 
various publications appear to disagree with those 
supplied by the drug firms. No doubt this is 
partly due to the complications of all the different- 
sized bottles and packs supplied, together with the price 
reductions applied to bulk buying, but then I am no 
Einstein. Would it not be possible to publish a weekly, 
up-to-date, authoritative comparison of drug prices in 
the B.M.J.? 

A price-list of identical or comparable drugs (oral 
penicillins, long-acting sulphonamides, diuretics, and 
rubifacients spring immediately to mind), together with 
expert opinion as to the efficacy of the various 
preparations, would greatly assist the busy G.P.—I am, 
etc., 


Olney, Bucks. NIGEL SWALLOW. 


Furaltadone 

Stmr,—Your leading article on furaltadone (January 28, 
p. 264) laid stress on actual and potential toxic effects, 
and implied lack of in vivo efficacy. May we report our 
own experience with the drug ? 

A number of unexplained sudden deaths occurring in 
mid-1960 led us to investigate the possibility of a Staphylo- 
coccus aureus coagulase-positive carrier population. We 


found a high incidence of approximately 21% naso- 
pharyngeal carriers among 700 chronic psychotic patients. 
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Because of this we decided to carry out a pilot study of 
furaltadone to see if the use of this drug could reduce the 
carrier incidence. 

Three wards containing a total of 145 patients were 
selected for the trial. Swabbing showed that 33 patients 
were carriers. They were treated with 1 gramme of 
furaltadone in daily divided doses over a period of one 
month and 500 mg. daily for a further two months. During 
the period of treatment swabs were taken at two-weekly 
intervals. At the end of three months only five patients had 
positive swabs. 

Because of these encouraging, though unexpected, results 
it is proposed to continue the trial on a further group of 
patients, and also to study the carrier-rate in the treated 
wards when furaltadone is discontinued. 

Before starting the trial we were warned by the 
manufacturers that on the prolonged dosage regime 
adopted, which was much greater than that recommended 
for ordinary bacterial conditions, side-effects might 
occur. It has been our experience, however, that there 
has been no nausea or vomiting and no antabuse-like 
effect, in spite of the fact that it is quite certain that 
at least some of the patients drank alcoholic beverages 
over the Christmas period. The only possible occurrence 
of a side-effect was one case of diplopia and dizziness 
which lasted a few days. Because of the previous 
warning this patient was seen by a consultant physician, 
who could find no abnormal neurological signs. The 
treatment was not discontinued, as these symptoms were 
not considered attributable to the drug, and they 
disappeared spontaneously. 

From the results that we have obtained so far, we 
have concluded that furaltadone has a definite anti- 
bacterial activity in vivo and that it has been non-toxic. 
—We are, etc., 

H. B. MILNE. 


The Pastures Hospital, E. GRAVES. 


Mickleover, Derby. 
Keloids After B.C.G. 


Sir,—The term keloid is descriptive and has no fixed 
pathology. A few of the thickened scars of skin in 
relation to B.C.G. (February 4, p. 364) and tuberculosis 
are really skin tuberculides and these react to isoniazid. 
This drug is also beneficial if used in the treatment of 
the ulceration which occurs at times after B.C.G. 
vaccination, and thus reduces scarring. Isoniazid is by 
no means the answer to the keloid problem in 
tuberculosis.—I am, etc., 

"ae Connuss Heaney 


Television in Medical Education 

Sir,—With reference to your leading article “ Tele- 
vision in Medical Education ” (February 4, p. 345), and 
the subsequent correspondence (February 18, p. 500), 
in which reference was made to the dates on which 
different applications of closed-circuit television were 
employed for medical teaching purposes, I feel I should 
place on record, as it was my privilege to be the insti- 
gator and organizer of the project, that on February 3, 
1956, Professor Arnold K. Henry delivered an anatomi- 
cal dissertation in the Royal College of Surgeons, Dublin, 
using closed-circuit television (black-and-white). We 
were assured by the manufacturers of the equipment 
that, to the best of their knowledge, this was the first 
occasion on which television had been employed for 
teaching anatomy in Europe. 

The purpose of the experiment was threefold. Firstly, 
it was to demonstrate that the lack of colour 
differentiation did not produce difficulty in tissue 


recognition as some authorities claimed was the case 
when used for demonstrating surgery. Secondly, that 
the rapid change of the field of view of the camera 
from cadaver to diagram, to preserved specimen, was 
an advantageous teaching aid. Thirdly, that closed- 
circuit television produced an economy of time and 
personnel that justified the expense of the equipment 
when used in conjunction with lecture-demonstracions. 
Normally such lecture-demonstrations had to be 
repeated four times daily on the same subject matter, 
to enable each student to have an adequate view of the 
part being demonstrated. 

The demonstration was given before an invited 
audience of over 300, and proved the first two surmises 
to be correct and the extra expense of using colour 
television for anatomical demonstrations to be 
unnecessary. Whether the third suggestion, that of the 
financial justification, is correct, only time will tell.—I 
am, etc., 


Public Health Department, 


PETER GRIME. 
County Borough of Blackburn, Lancs. 


A Malignancy 

Sir,—The word malignancy means the quality of 
being malignant. We can therefore speak properly of 
the malignancy of a tumour but we cannot, if we have 
any respect for our language, speak of childhood 
malignancies (February 18, p. 452). It is sad to see an 
English journal permitting this American barbarism.— 
I am, etc., 


Radcliffe Infirmary, 
Oxford. 


L. J. Wirts. 


Sir Harold Gillies Memorial Fund 

Sir,—With the approval of Lady Gillies, the British 
Association of Plastic Surgeons has opened a fund to 
commemorate the pioneer work of the late Sir Harold 
Gillies and to perpetuate his lifelong devotion to the 
development of plastic surgery and to the encourage- 
ment of younger surgeons during their period of train- 
ing to be plastic surgeons. 

It is proposed to endow a fund to provide for: (1) 
An annual lectureship on a plastic surgical subject, to 
be known as the “ Gillies Memorial Lecture.” (2) Grants 
to foster education, study, and research in plastic 
surgery. Contributions to this fund are invited and 
should be sent with the name and address of the donor 
to the Westminster Bank, Ltd., 154 Harley Street, 
London W.1, marked “Sir Harold Gillies Memorial 
Fund.” An acknowledgment will be sent as soon as 
possible.—I am, etc., 

G. H. Mor ey, 


London W.C.2. ‘ President, 
British Association of Plastic Surgeons 


POINTS FROM LETTERS 

Druz Prices 

Mr. K. J. Knicut, F.P.S., General Manager, West Phar- 
maceutical Company Ltd. (Hove), writes: Dr. R. S. Saxton’s 
calculation (ex 500 pack) of “tabalgin” brand paracetamol 
(February 11, p. 428) has been approximately based on a 
price which we reduced by about 25% over 18 months 
ago. . . . Secondly, no matter what price the chemist pays 
for paracetamol tablets there are no practical circumstances 
under which he would receive less than the Drug Tariff price. 

Dr. R. S. Saxton (Brighton) replies: This month’s issue of 
the Monthly Index of Medical Specialties still quotes the 
basic price of “ tabalgin” as 6s. 3d. per 100 while the Drug 
Tariff price is 4s. 94d. 

*.” This correspondence is now closed.—Ep., B.M.J. 
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JAMES REID, M.D., M.R.C.P. 


Dr. James Reid, director of the clinical chemo- 
therapeutic research unit of the Medical Research 
Council and physician to the Western Infirmary, 
Glasgow, died suddenly on February 21. 


James Reid was born on July 12, 1914, and after leaving 
school he became a medical student at the University of 
Glasgow, graduating M.B., Ch.B. in 1937. After holding 
the posts of house-surgeon and house-physician at the 
Western Infirmary he held the McCunn research scholarship 
and the Hall fellowship of the University of Glasgow. He 
took the M.R.C.P. in 1941 and proceeded M.D. (with 
honours) in 1946, winning the Bellahouston gold medal. 

Reid's earlier research work was concerned with haemato- 
logy, and he published papers on haemorrhagic thrombo- 
cythaemia and on scurvy. In 1941 he joined the R.A.M-C. 
and was soon sent to the Army research unit at Millbank, 
where he spent the rest of the war years, engaged mainly on 
work on malaria. This later provided material for his 
M.D. thesis on “ Mepacrine and Falciparum Malaria.” 
On demobilization he returned to the Western Infirmary, 
Glasgow, where before his military service he had been 
physician to out-patients. Appointed assistant physician, 
he shortly afterwards was made director of the Medical 
Research Council’s chemotherapeutic research unit estab- 
lished at the Western Infirmary. Later he became full 
physician at the hospital and he was also lecturer in 
chemotherapy in the University of Glasgow. 

During the last ten years or so many of the papers by 
Dr. Reid and his colleagues were published in this journal. 
He had written much about aspirin and salicylates, and he 
was particularly interested in the hypoglycaemic action of 
aspirin in diabetes mellitus. 

Dr. Reid married Irene Margaret Dale in 1942, and she 
survives him together with a son and three daughters. 


D.H.S. writes: James Reid will be remembered as a 
forceful personality and exceptionally fine clinician, who in 
his research work never allowed his thinking to be restricted 
by traditional beliefs lacking scientific foundation. As a 
physician he combined sound diagnosis with resolute treat- 
ment, and although his patients were the subjects of his 
clinical research he always placed the welfare of the patient 
first, even at the expense of his research. In the laboratory 
James Reid was an active worker, eager to extend his 
mastery of laboratory procedures: in consequence, collabor- 
ation in “the unit” between clinician and scientist was 
exceptionally happy. His enthusiasm for clinical research 
was boundless ; although he held, on many issues, definite 
views, he was tolerant and always receptive to new ideas. 
Like a good Scot, he enjoyed nothing better than an 
argument, and his powerful advocacy will be remembered 
by all his associates. He was a kindly man, anxious to help 
any colleague in difficulty, whose sudden death has robbed 
clinical science of a vigorous and colourful personality. 


J. A. R. writes: The Medical Research Council’s chemo- 
therapeutic research unit was at first housed within the 
Gardiner Institute of Medicine, but moved to its own 
building when this was completed in 1954. Reid soon built 
up an enthusiastic and capable team of clinicians, chemists, 
and pharmacologists. The principal work of this team 
has been a detailed study of rheumatic fever, with particular 
reference to the pharmacology of salicylate and to the 
synthesis and assessment of salicylate derivatives. Reid’s 


work had begun to attract notice abroad. He was invited 
to deliver lectures in New York in 1959, in Milan in 1960, 
and other visits abroad were in prospect. 

His leisure was fully occupied. 
fished, but only as pastimes. 


He golfed, shot, and 
His real hobby was his craft- 


manship as builder, joiner, and bricklayer: he built himself 
a summer cottage in Ardnamurchan, and recently planned 
and partly built his family house at Blanefield. He was 
at his happiest when engaged in some building project, 
helped by his family. 


JOHN BENSON, M.B., Ch.B., F.R.C.S.Ed. 


Mr. John Benson, consultant ophthalmic surgeon to the 
Bradford Royal Eye and Ear Hospital, died suddenly 
at his home in Bradford on February 14. He was 56. 


Born in Bradford on October 22, 1904, John Benson was 
educated at the Bradford Grammar School. He graduated 
M.B., Ch.B. at the University of Leeds in 1927, and then 
held the post of resident ophthalmic officer at Leeds General 
Infirmary for five years. For the next four years he held 
the position of clinical tutor in ophthalmology at Edinburgh 
Royal Infirmary, and thereafter, until 1938, he was senior 
clinical assistant in the eye wards at the same hospital. In 
1937 he obtained the F.R.C.S. of Edinburgh and returned 
to Bradford in the following year to take up the position 
of assistant consultant in ophthalmology at the Bradford 
Royal Eye and Ear Hospital. In 1943 he was promoted to 
full consultant status. 

Mr. Benson was one of the best-liked and most highly 
esteemed members of the staff of his hospital. His great 
sense of humour and almost boyish enthusiasm in all his 
activities created a happy atmosphere wherever he went. A 
very kindly man, he had a deep sympathy and understanding 
for all who were in distress. His industry was immense, 
and the infinite care and patience he displayed in his work, 
coupled with a profound knowledge of the subject of 
ophthalmology and an excellent surgical technique, were 
reflected in the great admiration and respect shown to him 
by his patients and colleagues. 

He was secretary of the North of England Ophthalmologi- 
cal Society, a member of the Ophthalmological Society of 
the United Kingdom, honorary secretary of the Bradford 
Division of the British Medical Association from 1947 to 
1950, and a former honorary secretary of the Bradford 
Medico-Chirurgical Society. He was associated with the St. 
Andrew’s Society and the Bradford Pentalpha Lodge. When 
time permitted he enjoyed working in his garden, and was 
very interested in photography and archaeology. 

He had suffered from ill health for several years, but 
although he had to curtail some of his extraprofessional 
activities he made every effort to carry on with his work. 
As Miss Henderson, the matron of the Bradford Royal Eye 
and Ear Hospital, said of him: “ The greatest testimony 
one can give is to Mr. Benson’s devotion to duty. He was 
an ill man for years, but he simply would not give up.” 

The news of his death has been received with sadness by 
his old patients and colleagues. Our deep sympathy is 
extended to his widow.—R. I. T. L. 


A. H. CARTER, M.D. 


Dr. A. H. Carter, consulting physician to the Royal 
Hospital, Wolverhampton, and later medical officer to 
Sedbergh School, died at his home in Sedbergh on 
February 5. He was 87 years of age. 


Arthur Hunton Carter was born at Richmond, Yorkshire, 
on May 16, 1873, the son of Dr. Thomas Carter. Educated 
at Aysgarth and Sedbergh Schools, he went on to study 
medicine at Guy’s Hospital, graduating M.B., B.S. in 1899 
and proceeding M.D. in the following year. After working 
as resident assistant medical officer at Lewisham Infirmary 
he served in the South African war as a civil surgeon on 
the staff of the Imperial Yeomanry Hospital at Pretoria and 
Elandsfontein. Eventually he settled in practice in Wolver- 
hampton, and was appointed assistant physician to the 
Wolverhampton and Staffordshire Hospital (now the Royal 
Hospital, Wolverhampton) in 1908. He became full 
physician in 1915 and from the end of the first world war 
until his retirement in 1928 he was senior physician. 
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J.H.S. writes: Dr. Carter was a general-practitioner 
physician, and at the time I knew him he was senior physi- 
cian to the Royal Hospital, Wolverhampton. He had an 
enormous practice, for his was the type of personality in 
which patients repose complete confidence. Carter was a 
very fine physician, a man of acute clinical observation, 
and a tremendous worker ; and his retirement left a distinct 
gap in Wolverhampton. After leaving here he spent many 
years as medical officer to Sedbergh School. 


C. H. WOOD, M.B., B.Chir., D.M.R. 


Dr. C. H. Wood, consultant radiologist to the City 
Hospital, Nottingham, and other hospitals in that area, 
died at the General Hospital, Nottingham, on February 

after an illness which had lasted only a few months. 
He was 46 years of age. 


Charles Hirst Wood was born on May 1, 1914. Educated 
at Brighton College, Emmanuel College, Cambridge, and the 
Middlesex Hospital, he qualified L.M.S.S.A. in 1941 and 
graduated M.B., B.Chir. later in the same year. Shortly 
after qualifying he joined the R.A.M.C., and spent the 
major part of his war service abroad, largely as a radiologist. 
On demobilization he continued to specialize in radiology, 
and after further postgraduate study at Sheffield he obtained 
the D.M.R. (London) in 1947. He then went to Nottingham, 
where he was appointed consultant radiologist at the 
General and City Hospitals. Latterly Dr. Wood’s work 
had tended to become concentrated at the City Hospital, 
but he was also consultant radiologist to Newark, Hawton- 
ville, and Saxondale Hospitals. It was largely due to his 
drive and forethought that these three institutions now enjoy 
well-planned new x-ray departments with up-to-date equip- 
ment, all completed within the last few years. He was an 
active member of the Nottingham No. 3 hospital group 
Management committee. 

Charles Wood will be sadly missed by his many 
colleagues, for he was not only a radiologist of outstanding 
ability but also an cxcellent organizer and a very real friend 
to his colleagues and adored by his staff. He had a most 
charming and congenial personality, and was ever ready to 
help anyone in difficulty ; this was reflected in the warm, 
friendly atmosphere and willing spirit of co-operation in 
those departments under his control. 

He had many outside interests and hobbies, but perhaps 
his greatest interest was in yachting. He had a cottage at 
Fosdyke, whence his sea-going cabin cruiser would set out 
at week-ends, and for a month’s cruise each summer. An 
expert navigator, he brought to seamanship that same rare 
common-sense philosophy that he did to radiology. He 
was equally at home with his fisherman friends as with his 
professional colleagues, and it was a fitting tribute to his 
skilful seamanship that he was awarded the Dugon Cup by 
the Cruising Club in 1953, and again in 1955, for cruises 
up the Rhine and to Malm respectively. 

His tragic death, at the early age of 46 years, will be felt 
keenly by his colleagues, as well as by his friends, many 
of whom will best remember him as a bluff, jovial 
“mariner.” But at heart he was essentially a home-loving 
family man, devoted to his wife and only son, to whom all 
who knew him will extend their very sincere sympathy.— 
R.G.E. 


J. S. BENZECRY, M.B., B.S. 


Dr. J. S. Benzecry, who had practised in Bayswater for 
over thirty years, died in hospital on January 21 after 
a long illness. He was 60 years of age. 


Judah Samuel Benzecry was educated at St. Paul’s School, 
University College, and University College Hospital, 
qualifying in 1923 and graduating M.B., B.S. in 1926. 
After holding resident hospital appointments at his own 
teaching hospital and at the Royal Northern and Evelina 
Hospitals, he started in practice in Bayswater thirty-three 
years ago and remained there throughout his life. He also 


held appointments as anaesthetist to the Royal Northern 
Hospital and senior clinical assistant to Dr. Bernard 
Schlesinger at Great Ormond Street. 


Mr. J. D. FLew writes: J.S. was “Jimmy” to all who 
knew him, which pleasure I have had for 46 years. At 
school, although he was a strict disciplinarian, he was a 
popular prefect with us small boys, and it was to him we 
turned for help, seldom in vain, when in conflict with others 
in authority. Although not blessed with an athletic frame, 
by his sheer determination and enthusiasm he obtained his 
third fifteen school colours. He was also a keen cricketer and 
maintained his interest in these games throughout his life. 

A brilliant classical scholar, he was to have gone to 
Cambridge to continue in this field, but, as it did to so 
many, the first world war altered his plans and he was 
dismayed to find that he was rejected by the Army on 
medical grounds. A great debt is owed to the man who 
rejected him, for it was he who suggested that “ Jimmy” 
could best help by becoming a doctor. This is surprising, 
for no one ever had a greater sympathy and human under- 
standing than “ Jimmy.” One would have thought that he 
had always had the urge to do medicine instead of being 
led into it by force of circumstance. 

“ Jimmy ” was a man with a keen sense of humour who 
correctly valued and appreciated the good things around 
him, but his life was dedicated to his patients, his religion, 
and his family. All his patients were his friends. Whether 
judge or pauper, each would receive the same great skill, 
kindness, and consideration. He was the best type of doctor ; 
wherever he went, even under the most distressing circum- 
stances, he brought with him a sense of calm, to both 
patient and relatives, born from efficiency and understand- 
ing. He was deeply religious and in his usual unobtrusive 
way did a great deal for the Jewish community. He served 
as a member of the Montefiore Endowment Committee 
from 1934 and was treasurer of the Orphan Society from 
1933 to 1950, when he became president, retaining that 
position until his death. These are but a few of his activities 
associated with the Lauderdale Road Synagogue. 

Sometimes I have seen Jimmy angry, for he was no “ yes 
man,” but I have never seen him lose control of his temper 
or do a mean action. Some three years ago he knew he 
was suffering from leukaemia, but this and other illnesses 
did not shake his spirit, nor deter him from giving the same 
service to his many friends, of which I had the honour to 
be one. It was stated at his memorial service, “ Whatever 
is said in praise of ‘Jimmy’ Benzecry will be an under- 
statement.” How true this is. If the lives of all men 
were conducted as his was, the world would be a better 
place. ; 

His widow and two daughters know how we sympathize 
with them. Their consolation must be within their 
memories and the realization of how much they meant to 
a good and great man. 


DUGALD SINCLAIR, M.B., C.M. 


Dr. Dugald Sinclair, who attained the age of 100 three 
months ago, died in the Western Infirmary, Glasgow, 
after a short illness on February 8. He practised at 
Maryhill, Glasgow, for about 30 years, but he had been 
living in retirement at Balfron, in Stirlingshire, for many 
years past. He had been a member of the British 
Medical Association for 75 years. 


Dugald Sinclair was born in Argyll on November 4, 
1860, and received his early education in Oban. Later he 
went to Glasgow Academy and thence to the University of 
Glasgow, of which, at the time of his death, he was oldest 
graduate. After graduating M.B., C.M. in 1882, he worked 
as an assistant in Dennistoun, Glasgow, for a time and then 
undertook postgraduate study at St. Thomas’s Hospital, 
London. After a brief period as a ship surgeon with the 
old Allan Line, he went into practice in Stornoway on the 
Island of Lewis. At that time tuberculosis was rife, and his 
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main recollection of this was the tragic decimation of the 
young adult population. He also became involved in an 
invasion of the deer forests by the local people, culminating 
in the arrival of a man-of-war to quell the trouble. Leaving 
Lewis after a few years, he established himself in practice 
in Maryhill, Glasgow, then a quiet burgh. and there he 
stayed for 30 years, a popular practitioner. He then retired 
to Balfron, in Stirlingshire, where he lived until the time of 
his death and where he took an active interest in Church 
affairs and acquired a reputation as a rose grower. 

At no time did Dr. Sinclair own a wheeled vehicle, and 
he thought nothing of walking ten miles to see a patient. 
Even in his later years he would be offended if a friendly 
motorist offered him a lift, since this implied that he needed 
assistance because of disability. On the occasion of his 
100th birthday he expressed his views on the National 
Health Scheme. which he thought was a very good thing for 
the poorer people, but, significantly, he thought that doctors 
no longer had enough time to spend on the individual. He 
himself demanded little of his own doctor and resented any 
indisposition. 

He died a bachelor, his only surviving relatives being a 
nephew and a niece, both doctors, and another nephew 
who is a veterinary surgeon.—A. R. 


GEORGE MOWAT, M.B., Ch.B. 


Dr. George Mowat, who was in practice for many 
years in Bolton; died on January 22, aged 85. 


George Mowat graduated M.B., Ch.B. at the University 
of Aberdeen in 1898. During the South African War he 
served as a civil surgeon and then returned to England to 
practice for a short time in Manchester. He had been 
senior house-surgeon at the Royal Albert Infirmary, Wigan, 
and the sister of the children’s ward there was later to 
become his wife. In the early years of the century he 
started practice at Bolton and was appointed police surgeon 
there in 1903, holding the post for 40 years. During the 
first world war he again saw active service, holding 
the rank of captain in the R.A.M.C. and serving for a time 
in Mesopotamia. His main hobbies were bridge and golf : 
in his day he had been a good golfer and was captain of 
the Bolton Golf Club. 

Dr. Mowat was a widower. His son, Mr. G. Gordon 
Mowat, is consulting aural surgeon to the Bolton and 
district group of hospitals. 


A. W. G. WOODFORDE, M.B., BS. 


Mr. A. W. G. Woodforde, consulting surgeon to 
St. Bartholomew’s Hospital, Rochester, died at Tindal 
General Hospital, Aylesbury, on January 25 after a short 
illness. He was 80 years of age. 


Alfred William George Woodforde was born in London 
on December 21, 1880, the son of Dr. Alfred Woodforde, 
and studied medicine at St. Bartholomew’s Hospital. His 
father was in practice at Plaistow for many years, and his 
grandfather was also a doctor. He took the Conjoint 
diploma in 1906 and graduated M.B., B.S. in the following 
year. He was awarded the Harvey prize in practical 
physiology at St. Bartholomew’s Hospital in 1903 and the 
Sir George Burrows prize in pathology in 1907. After 
qualification he held resident appointments at Bart’s, the 
Royal Waterloo and Queen Charlotte’s Hospitals, and was 
pathologist and registrar at the Queen’s Hospital for Children, 
Bethnal Green. About 1911 he went into practice in Barking. 
During the first world war he was surgeon-in-charge of the 
military hospital at Fort Pitt, Rochester, with the rank of 
major in the R.A.M.C., having previously served in France 
with the British Expeditionary Force, being mentioned in 
dispatches. He had moved to Rochester in 1917 and 
remained there until he retired in 1952. In 1922 he was 
appointed to the staff of St. Bartholomew’s Hospital, 
Rochester, as assistant surgeon. He became a full surgeon 
in 1924, and continued to do general surgery until the advent 


of the National Health Service in 1948. During these years 
he started and continued to direct the ear, nose, and throat 
department, and was allowed to carry on with this until 
1952, when he retired completely, moving to Buckingham- 
shire to be near his daughter. A member of the British 
Medical Association for many years, he was president of 
the Kent Branch in 1925-6. He leaves a widow and one 
married daughter. 

E.J.G. writes: A man of great integrity and patience, 
“Uncle George’’ was greatly respected in the Medway 
towns. How many patients in this district owe him a debt 
of gratitude for his bluff kindliness and great skill will never 
be known. His claim to have removed some 20,000 tonsils 
—and who has removed them more cleanly and with fewer 
complications, albeit almost always with a La Force 
guillotine ?—will give some idea of his capacity for work. 
He was a representative trustee on the board of governors 
of St. Bartholomew's Hospital, Rochester, and in 1951, in 
recognition of his long and faithful service, received the rare 
honour of being made one of the four Brethren of this 
hospital, the oldest hospital in the country working at full 
pressure as a general hospital to-day. A short memorial 
service held in the ancient chapel of the hospital was attended 
by many old friends, colleagues, and patients. 


W. M. FARR, M.B., B.Ch. 


Dr. W. M. Farr, who had practised in the Wirral, 
Cheshire, before becoming an industrial medical officer, 
died suddenly at his home in Eastham, Cheshire, on 
January 19 after a short illness. He was 62 years of age. 


Walter Mayne Farr was born in Liverpool on September 14, 
1898, and was educated at Liverpool Collegiate School. He 
read medicine at Queen’s University, Belfast, graduating 
M.B., B.Ch., B.A.O. in 1921. After holding the post of 
house-surgeon at the Birkenhead General Hospital, he 
settled in general practice at Little Sutton, Wirral, Cheshire, 
in 1923. Four years later Dr. Farr married Miss Jeanette 
Stewart Gordon, the sister of a fellow student, to whose 
daughter he later acted as guardian. 

A keen member of the B.M.A., for many years he served 
on the executive committee of the Birkenhead and Wirral 
Division, of which he was chairman in 1944-5. Ill-health 
unfortunately forced him to retire from general practice 
in 1945, and he was later appointed group medical officer 
te Williams and Williams Ltd., of Chester, which post he 
still held at the time of his death. He was actively associated 
with the St. John Ambulance Brigade, being for some 
21 years divisional medical officer of the Eastham and 
Bromborough division of the brigade. During the second 
world war he played an active part in the training of civil 
defence personnel. In 1958 he was appointed a serving 
brother in the Order of St. John of Jerusalem. 

Dr. Farr will be greatly missed by his many friends, 
associates, and colleagues, who will wish to extend their 
sympathy to his widow and his niece.—R. J. and D. A. P.C. 


G. D. MacKENZIE, M.B., Ch.B. 


Dr. G. D. MacKenzie, who had been in general practice 
in Inverness from 1925 to 1957, died there on January 
30, at the age of 68. 


George Doughty MacKenzie was born in Aberdeenshire 
on January 15, 1893, and studied medicine at Aberdeen 
University after service in the first world war. Graduating 
M.B., Ch.B. in 1924, he settled in practice in Inverness in 
the following year. In the days when hospital facilities 
were not what they are to-day, Dr. MacKenzie made a 
name for himself as an accurate diagnostician. In the field 


of obstetrics his help was in frequent demand to attend 
cases sent by distant colleagues to the local nursing home. 
His practice extended into the sparsely populated country- 
side, and on the occasion of his visits to Tomatin his fishing- 
rod was a necessary part of his equipment, for he was never 
happier than when interrupting the busy round by an hour 
or so of casting on the river Findhorn. 


He was not a 
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committee-man, but he represented the Inverness Division 
at four Annual Meetings of the B.M.A. in the early years 
of the National Health Service, and he was chairman of 
the Division from 1938 to 1946. 

Those who knew him only in the latter part of his life 
can have no conception of the impression created by this 
fine, well-built man with a zest for life. ‘“ Doctor George” 
—the sobriquet both demonstrated the affection with 
which he was held and distinguished him from other 
practitioners of his clan—was kindly and generous, tolerant 
of his fellows’ faults. His charm and friendliness were 
appreciated by rich and poor alike, and his Aberdeen 
accent never deserted him. A bachelor all his days, he 
was the soul of hospitality to his friends. 


JAMES DAVIDSON, M.D. 


Dr. James Davidson, who practised for many years in 
south London and in Edinburgh, died on February 15 
at his son’s home in Bridge of Weir, aged 86. 


James Davidson was born on February 6, 1875, in 
Berwick-on-Tweed. Educated at George Watson’s College, 
Edinburgh, and Edinburgh University, he first studied law 
and obtained his LL.B., but immediately thereafter he 
embarked on the medical course and graduated M.B., Ch.B. 
in 1903, proceeding M.D. in 1905. From 1905 to 1913 he 
was a medical missionary at the South Travancore Medical 
Mission, South India, where he was much beloved. Having 
returned to Britain, he carried on an extensive general 
practice in South Norwood and was medical officer to the 
London Missionary Society at their home office in London. 
Moving to Edinburgh in 1927, he continued a single-handed 
practice until he retired in 1956 in his 82nd year. 

Dr. Davidson was always a quiet, retiring, self-effacing 
person, with great feeling and sympathy for his patients, for 
whom he never spared himself. In spite of his age he 
always kept up to date with new trends in treatment. 

He is survived by his widow, a daughter, and a son, who 
is a doctor. 


W. J. POWELL, C.I.E., M.D., D.P.H. 


Colonel W. J. Powell, formerly of the Indian Medical 
Service and for many years inspector-general of prisons 
in the Central Provinces of India, died recently at the 
age of 79. 


William Jackson Powell was born at Cork on December 17, 
1881, the son of the Ven. Dacre H. Powell, D.D., Archdeacon 
of Cork, and was educated at Llandaff Cathedral School 
and Dover College. He studied medicine at Trinity College, 
Dublin, and graduated M.B., B.Ch., from Dublin University 
in 1905. He was awarded the Purser medal, the FitzPatrick 
scholarship, and the Haughton clinical medals at Sir Patrick 
Dun’s Hospital, Dublin, where he was a house-surgeon in 
1906. He took the D.P.H. in 1910, and proceeded to the 
M.D. in 1926. He joined the Indian Medical Service in 1905 
and was successively chief medical officer in Baluchistan, 
civil surgeon Midnapur, and superintendent of the Central 
Jail, Jubbulpore. During the first world war he served in 
Mesopotamia, being seriously wounded at the battle of 
Ctesiphon, and in India, Persia, and Russia, being mentioned 
in dispatches. After further active service in Afghanistan 
he returned to India, and from 1923 to 1935 was inspector- 
general of prisons in the Central Provinces. During the next 
three years he was assistant director of medical services, 
first in the Kohat district and then in the Peshawar district. 
He was officiating inspector-general of civil hospitals and 
director of public health in the Central Provinces in 1933-4, 
and represented India on the Commission Internationale 
Pénal et Pénitentiaire from 1930 to 1935. 

Appointed C.I.E. in 1930, he was an Honorary Surgeon to 
the King in 1937-8, and he had been also Honorary Surgeon 
to the Viceroy. After his retirement from the I.M.S. in 
1938 he served in the R.A.F. until 1939 before settling in 
Wiltshire, where he was honorary medical officer to the 
Savernake Hospital, Marlborough, from 1940 to 1949. For 


a time he was medical officer of health for Calne and 
Chippenham. A member of the Marlborough and Ramsbury 
rural district council from 1949 to 1955, he was elected to 
the Wiltshire county council in 1952. He was the author 
of a book entitled Indian Prisons, published in 1927. Colonel 
Powell married Miss Moila Deane in 1913, and had four 
daughters. 


C. H. LAVER, B.M., B.Ch., F.R.C.S.Ed. 


Mr. C. H. Laver, who was in general practice in 
Redhill before he became a consultant surgeon in 1948, 
died on February 11, aged 68. 


Charles Hardiman Laver was born in South Africa on 
March 28, 1893. From Bedford School he went on to Guy’s 
Hospital to study medicine, but at the outbreak of the first 
world war he left to serve with the Honourable Artillery 
Company. However, he returned to Guy’s to complete his 
medical training and qualified with the conjoint diploma in 
1917 and joined the Navy as a surgeon lieutenant. After 
the war he took the F.R.C.S. of Edinburgh in 1920 and 
then went up to Oxford as a demonstrator of anatomy. 
He graduated B.M., B.Ch. in 1922. Therefrom he went into 
general practice at Redhill and was soon appointed to the 
staff of the East Surrey Hospital. In 1948 he relinquished 
his general practice to become a surgeon in the Redhill 
hospital group. He retired in 1958 and went to Bourne- 
mouth. For some years after his arrival at Redhill he was 
honorary secretary of the Reigate Division of the B.M.A., 
and he had served on the Surrey Branch Council. 

Charles Laver was a man of great enthusiasms. He had 
many pastimes, including astronomy (he was elected a 
Fellow of the Royal Astronomical Society) and fishing, 
yachting, skating, golf, and bridge. He played water polo 
for Oxford and Guy’s. He was always cheerful and had 
an inexhaustible sense of humour. His generous and 
kindly nature will be sadly missed by his many friends 
and colleagues. He leaves a devoted wife and two grown- 
up children.—L. J. B. 


A. E. RICHMOND, C.B.E., M.R.C.S., L.R.C.P. 
D.P.H., D.T.M. 


The obituary of Brigadier A. E. Richmond was 
published in the Journal of January 21 (p. 216). 


Dr. Harry Gear writes from Johannesburg: Arthur 
Richmond was my chief at General Headquarters, Middle 
East Force, for nearly four years during the second world 
war. A friendship then begun was renewed whenever I was 
able to visit London in the years that followed. Partly 
because “ hygiene.” as it then was called, was wrongly and 
inadequately placed in the Army hierarchy, and partly owing 
to an innate modesty, Arthur Richmond was never accorded 
the recognition his great work in the Middle East deserved. 
Under immense pressure of events or recurring crises, 
insufficient staff, and limited supplies he worked ceaselessly 
but scientifically to produce a fit and vigorous Middle East 
Force. That the Force achieved the success it did would 
not have been easy, indeed probably impossible, if Richmond 
had not insisted on “‘ hygiene ” being observed: its standards 
of controlling disease, rations, physical fitness, and morale 
were high, largely because he made them so. 

To his juniors his scientific outlook, his modesty, and his 
personal kindliness were respected deeply and made everyone 
his willing friend and colleague. He was quite the opposite 
of the rather cautious, conservative, and even “crusty” 
Regular, which his staff, mostly non-Regular, expected the 
chiefs to be. One valuable expression of his attitude was 
the way he sought and followed the advice of his juniors, 
soldiers for the duration only, in dealing with the vast 
general public-health problems involving the civilian 
administrations of the Middle East. He accepted that in 
such matters many of his staff were more experienced than 
himself. This open-mindedness and freedom from the 
rigidity of rank in tackling technical problems naturally 
appealed to his “ civilian” colleagues. 
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After the war, on visiting London, I sought out Arthur 
on every possible occasion, firstly when he was Director of 
Army Health, and later when, no longer a soldier, he was a 
medical officer in the Ministry of Health. He again showed 
the same qualities of freshness and zest for the job, more 
interested in technical substance than outward administrative 
frill. He had always a vigorous interest in the trends of 
medicine and science rather than in nostalgia for the past. 

Arthur Richmond was a good friend to his colleagues, 
wartime or otherwise. They found in him the best attributes 
of the doctor and the administrator—a fresh mind, a modest 
spirit, a kindly heart, and, above all, integrity. It will be 
sad on again visiting England not to be able to chat to him. 


J. F. BRAILSFORD, M.D., Ph.D., F.R.C.P. 


The obituary of Dr. J. F. Brailsford was published in 
the Journal of February 11 (p. 433). 


Mr. PATRICK CLARKSON writes: Your excellent obituary 
on this most distinguished and pioneer diagnostic radiologist 
failed to mention the great work that he did for so long for 
the International College of Surgeons. Almost since its 
foundation in 1935 Dr. Brailsford was secretary to the 
International College of Surgeons in England. He did 
tireless and invaluable work in recruiting members, in 
promoting their attendance at great congresses of the 
International College in such places as Rome, Geneva, and 
Madrid. It was at these congresses that British surgeons 
who attended were given unique opportunities of meeting 
and exchanging information with surgeons from all over 
the world, but particularly from the Latin countries, South 
America, and many Asian countries. An even more 
important aspect of Dr. Brailsford’s work for the Inter- 
national College of Surgeons was his care to see that no 
activity of the College could trespass on the province of the 
Royal College of Surgeons, or could ever strain the loyalties 
of British surgeons to their national Colleges. This work for 
international surgery, which was associated with a long 
friendship with the late secretary-general, Dr. Max Thorek, 
was all the greater an accomplishment coming from one 
who was not primarily a surgeon. But his personality and 
particularly his sincerity and integrity were such as to 
command respect both inside and outside his own specialty. 


P.J. writes: I did not meet Dr. James Brailsford until 
after his retirement from the National Health Service. | 
had known him to be extremely critical of a service which 
compels a man to retire from his hospital appointments at 
a given age, however fit and desirous he may be of continu- 
ing to serve. It was with some trepidation that I first met 
him. But how groundless were my fears! No one could 
have been kinder or more helpful to a “new boy” 
completely unknown to him and appointed as successor in 
most of his hospital appointments. He assured me of his 
help at all times in any problem that might arise. Such 
was his generosity that he invited me and my family to stay 
in one of his lovely cottages in North Wales whenever we 
so wished. Many of Dr. Brailsford’s friends enjoyed many 
happy holidays spent in these cottages. We met many times 
over the last five years. Of course one had to listen at 
times to his tirades against his current béte noire, but always 
realizing that laughter was not far away. He loved a joke, 
particularly one against himself. There soon emerged the 
image of an essentially modest, humble, and kindly man. 

Dr. Brailsford was noted for his consideration, kindness, 
and loyalty to his assistants. In turn, he was not only 
respected and admired but absolutely adored by his radio- 
graphic staff. One hears the same tributes paid to him 
in all the departments in which he served. We mourn a 
man whose name will live for ever. Future workers in 
practically all orthopaedic-radiological subjects will find 
that Brailsford has written something on the problem before 
them. His name is rightly given to an osteo-chondro- 
dystrophy which he first described, and it seems probable 
that his name may be given to other conditions when they 
are finally classified. 


W. MAYER-GROSS, M.D., F.R.C.P. 


The obituary of Dr. W. Mayer-Gross was published in 
the Journal of February 25. 


O.L..Z. writes: Among the many valuable things Dr. 
William Mayer-Gross brought to this country from Germany 
was an interest in the psychological study of organic brain 
disorders. His papers on constructional apraxia, written 
not long after his arrival here, did much to interest both 
neurologists and psychiatrists in the more circumscribed 
patterns of intellectual disability and their value for the 
localization of cerebral disease. It should also be said that 
Mayer-Cross did a great deal to encourage experimental 
psychologists to concern themselves with the more precise 
analysis of these syndromes and, indeed, to extend their 
activities into the clinical field of psychiatry generally. He 
gave constant encouragement and help to psychologists 
engaged in clinical work and took a lively interest in their 
inquiries. A man of great integrity and courage, Mayer- 
Gross will be deeply missed in psychological circles in 
Britain. 


THOMAS DOOLEY, M.D. 


The obituary of Dr. Thomas Dooley was published in 
the Journal of February 11 (p. 435). 


J. A. M. writes: I was very distressed to read of the death 
of Dr. Thomas Dooley. I had the great privilege of meeting 
him while in Hong Kong in September, 1957. He was 
spending some days in the Colony writing the second of 
his books, and was leaving the following day to visit Dr. 
Albert Schweitzer at Lambarene. As your obituary 
indicates, he was no ordinary man, and nobody who met 
him could ever forget the deep impression that he made. 
He was a man of exceptional vision and strength, and the 
world has lost a very great doctor. 





Universities and Colleges 








UNIVERSITY OF OXFORD 


Dr. G. N. C. Crawford has been reappointed Demonstrator in 
Human Anatomy from October 1, 1961, to September 30, 1966. 

Mr. A. S. Till has been appointed Lecturer in Surgery from 
February 1, 1961, to September 30, 1965. 

The following have been appointed clinical lecturers in the 
subjects indicated in parentheses from February 1, 1961, to 
September 30, 1965: Dr. R. H. Cowdell (Pathology); Dr. A. 
Crampton Smith and Dr. P. Glazer (Anaesthetics); Dr. W. S. 
Holden and Dr. K. Lumsden (Radiology); Dr. G. de J. Lee 
(Medicine); Dr. E. F. Mason (Physical Medicine); Mr. E. W. 
Peet (Plastic Surgery); Dr. A. A. Sharp (Haematology); and Dr. 
J. S. I. Skottowe (Psychiatry). 


UNIVERSITY OF CAMBRIDGE 
In Congregation on February 11 the following degrees were 
conferred : 


M.B.—*F. J. B. Taylor, *L. D. Heap, C. D. MacF. Drew, R. W. B 
White, R. C. L’E. Orme. 
*By proxy. 
Professor F. J. Fenner, M.D., F.R.S., of the Australian National 
University, has been appointed to an Overseas Fellowship of 
Churchill College for 1961-2. 


UNIVERSITY OF GLASGOW 
On February 4 the degree of M.D. was conferred in absentia by 
diploma on A. D. Hally (with honours), W. H. D. Scotland, and 
W. C. Watson (with commendation). 


UNIVERSITY OF LONDON 
Dr. L. H. Hamlyn, Lecturer at University College, has been ap- 
pointed to the University Readership in Histology tenable at that 
College. 


UNIVERSITY OF SHEFFIELD 


The following appointments are announced: Dr. J. J. Daly, full- 
time Lecturer in Medicine; Dr. G. A. B, Davies-Jones, full-time 
Research Assistant in Medicine; Dr. J. D. S. Hammond, part-time 
Instructor in Medicine. 

Dr. Miles Taylor, Lecturer in Anatomy, and Dr. C. N. Eccles, 
Demonstrator in Anatomy, have resigned from their appointments. 
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Medical Notes in Parliament 








DOCTORS DIFFER ON PUBLIC HEALTH BILL 


[FROM OUR PARLIAMENTARY CORRESPONDENT] 


The House of Lords has spent some tedious but useful days 
with the Public Health Bill in committee and on report, 
and possibly a professional dispute among the medical 
members afforded some light relief to the lay peers on 
February 21, for it is rare almost to the point of being 
unique for words like “ nonsense” to be exchanged between 
peers sitting on the same side. 


Tuberculous Food-handlers 


The Bill is very much in the nature of a consolidation 
Bill, assembling into one general enactment a variety of 
health and safety provisions which have proved their value 
in local authority Acts. Lord AMULREE (Lib.) and Lady 
SUMMERSKILL (Lab.), on the one side, wanted to include 
a new provision prohibiting tuberculous persons from 
handling food. On the other side, arguing that this provision 
was unnecessary, were Lord Taytor (Lab.) and the medical 
advisers of the Ministry of Health, speaking through Lord 
NEWTON (Con.), a Government whip. 

The attempt had been made previously during the com- 
mittee stage, when Lord BurRDEN (Lab.) took over the case 
in the absence of Lord Amulree, but had no success. The 
proposal, embodied in a new clause, was that if a local 
medical officer of health certified that a person was suffering 
from tuberculosis of the respiratory tract, and was infectious, 
and that his continuance in the work of cooking, preparing, 
or handling food (for consumption by persons other than 
members of his own household) would be a danger to the 
health of other persons, the local authority should have 
power to ask him to discontinue that occupation and a 
magistrates court authority to order him to do so. 

Lord AMULREE disagreed with the official view presented 
on the earlier occasion that the clause would be of no value 
in the prevention of tuberculosis. He would not say that 
the danger of spreading tuberculosis in this way was great, 
but in his opinion it did exist. If people suffering from 
tuberculosis were allowed to be employed in preparing and 
cooking food there would be great danger to those working 
with them. If such persons were handing food across a 
counter it was possible that they would infect the customers. 
The same thing applied to waiters. It was bad practice in 
public health and preventive medicine to encourage people 
with open tuberculosis to carry on working and possibly 
infecting others instead of having treatment. 


“ Pathological Nonsense ” 


Lord TayLor forthrightly described this as pathological 
nonsense. It arose, he said, out of the fact that bovine 
tuberculosis could be spread by milk; but bovine tuber- 
culosis was put into the milk from the cow, and not from 
any “human” donor. Human beings in cities had been 
infected with tuberculosis ever since there had been cities. 
There was no evidence of infection caused by other than 
droplet spray. That occurred in any closed area. If Lord 
Amulree really wanted to prevent the spread of open tuber- 
culosis by droplet spray he should apply his prohibition to 
the cinema usherette and the assistant in the multiple stores. 
There was no reason for singling out the food trade. Lord 
AMULREE interrupted: “If one cannot get the complete 
thing, one may perhaps get part of it, and possibly spread 
from the part to the whole.” Lord Taytor said he was 
always in favour of half a loaf as being better than no 
bread, but he was not sure that this was even half an 
Energen roll. There was no evidence that tuberculosis was 
spread by food. 

Lady SUMMERSKILL entered the dispute on the other side. 
She considered that what Lord Taylor was saying was “ the 


essence of nonsense.” He had advanced an argument that 
was not worthy of him. The amendment embodied one of 
the principles of preventive medicine. To say that some- 
thing had not been proved was no proof that it was nght 
to oppose the amendment. Here Lord Taytor interrupted : 
“I merely said there was not a shred of evidence to support 
the hypothesis. If we are to legislate in the complete 
absence of evidence, then I give up.” Lady SUMMERSKILL 
went on to say that much of our preventive medicine had 
been introduced because statistically it had been proved that 
there might be evidence which perhaps pathologically we 
had not been able te deduce. She supported Lord Amulree. 


Ministry View 

Lord NEWTON stepped into the fray to repeat the advice 
he had given on the earlier occasion—that in the view of 
the Ministry’s medical advisers the clause would not be of 
value in preventing the spread of tuberculosis; and to 
reiterate—what had then evoked some lay expressions of 
surprise—that the opinion generally held by the medical 
profession to-day was that pulmonary tuberculosis was an 
air-borne and not a food-borne infection, and that infection 
was by inhalation rather than by ingestion of droplets. He 
added on this occasion that the Public Health Laboratory 
Service, to whom the question had been referred in the 
interval, had reported that in their view there was no 
danger arising from the handling of food by tuberculous 
persons. People working in a restaurant, café, bar, or tea- 
shop were neither more nor less likely to infect others 
coming into those premises than people working in shops 
or offices, or other confined spaces. Restrictions on the 
movement of tuberculous persons could be justified only on 
the ground of risk to others, and not their own good ; that 
was a matter for their own medical advisers. A clause 
such as that proposed was contained in many local Acts. 
but that was because it was believed at the time they were 
enacted that tuberculosis was due to an infection of the 
alimentary tract, a view which had now been superseded. 


. Lord AMULREE was by no means convinced. He maintained 


firmly that if people who had open tuberculosis were 
handling food and serving other people they were a source 
of danger of some sort. But in view of the weight of 
medical opinion brought against him he did not divide the 
House, and withdrew “very reluctantly” the proposed 
clause. 


QUESTIONS IN THE COMMONS 


Pharmaceutical Services 


Mr. JoHN ARBUTHNOT (Dover, Con.) asked the Minister 
of Health on February 22 if he would break down the cost 
of the pharmaceutical services paid for by the Health Service 
in the year ended March 31, 1959, to the nearest £10.000, 
under the following heads: dispensing fees and payments 
to chemists, allowance to chemists for containers, chemists’ 
overheads and profits, purchase tax, wholesalers’ margins, 
appliances and dressings, payments to dispensing doctors. 
standard drugs, and ethical proprietary drugs. Mr. E. 
PowELL stated that the available information for England 
and Wales was as follows: 


£ 
Payments to dispensing doctors for services and for 
"i drugs, cotinine, and dressings supplied .. 2,300,000 
Payments to chemists and appliance contractors in 
respect of: ‘ 
(a) Dispensing fees and rota services .. 12,750,000 
(b) Oncost allowances... e 10,430,000 


(c) Allowances for containers .. Ss ea 1,370,000 
(d) Cost of appliances and dressings .. ; 2,080,000 
(e) Cost of prescriptions specifying drugs by 


NC —- names me zs 9,180,000 

( ‘ost of prescriptions specifying drugs by 
proprietary names <5 Fe od 30,450,000 
£68,560,000 


Nores.—Payments to chemists at (a) and (b) above together 
constitute payments for overheads, professional services, and 
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profits. The total of payments at (d), (e), and (f) includes an 
estimated sum of £630,000 in respect of purchase tax. Whole- 
salers’ margins are estimated to account for between £54m. and 
£64m. of the total of the payments at (d), (e), and (f); a more 
precise estimate cannot be made. It is not possible for 1958-9 to 
state what part of the payment at (e) relates to prescriptions 
dispensed in proprietary form. 


Experiments on Living Animals 


Mr. G. R. MatrHews (Meriden, Con.) asked the Home 
Secretary on February 23 whether he would improve the 
administration of the Cruelty to Animals Act, 1876,. in 
connexion with experiments on animals that were expected 
to give pain. Mr. R. A. BUTLER replied that close attention 
was given to this subject, and he was not convinced that 
any changes were needed. 


Safe Gas Supplies 


Mr. J. C. GeorGe, Parliamentary Secretary, Ministry of 
Power, stated in answer to Mr. FRANK ALLAUN (Salford, 
East, Lab.) on February 20 that the Gas Council had 
estimated that it would cost about £100m. and take a very 
long time to make town gas virtually non-poisonous. The 
development plans of the industry were being based to an 
increasing extent on processes which gave rise to a gas 
relatively free from carbon monoxide, and the Gas Council 
had recommended all area boards to try to reduce the 
carbon monoxide content of the gas distributed to below 


10%. 





Vital Statistics 








Infectious Diseases During 1960 


The chief features of the returns of infectious diseases in 
England and Wales during 1960 were the continued large 
falls in the notifications of acute poliomyelitis and diphtheria. 
The incidence of acute poliomyelitis has fallen to the endemic 
level prevailing before the large outbreak of 1947; the 
incidence of diphtheria was the lowest ever recorded ; and 
the deaths from influenza were the lowest for the past 60 
years. The number of notifications of acute pneumonia 
were low, about one half the usual number: this would be 
expected, since influenza and pneumonia are correlated. 
Whooping-cough was at a fairly high level during the year. 
The notifications of dysentery showed a considerable rise 
on the high values of the preceding three years, and, with 
the exception of 1956, were the largest in recent years. The 
details for the past five years are: 


Uncorrected Notifications in England and Wales 








1956 1957 1958 1959 1960 

Scarlet fever , “ 33,285 | 29,627 | 39,715 | 47,825 | 31,872 
Whooping cough . .. | 92,046 | 85,397 | 33,945 | 33.441 | 57,860 
Measles .. | 158,131 | 632,681 | 267,365 | 531,856 | 157,936 
Acute poliomyelitis ad 3,853 5,435 2,398 1,342 528 
Diphtheria . : 302 201 193 279 158 
Meningococcal infections 1,478 1,309 1,093 1,088 ,004 
Dysentery ie .. | 53,006 | 31,538 | 42,867 | 39,551 | 48,048 
Acute pneumonia . 25,675 | 32,693 | 23,510 | 26, 353 14,800 
Enteric (paratyphoid and 

typhoid) fever .. 652 481 416 636 364 
Deaths from influenza... 2,626 6,716 2,401 7,862 1,066 




















Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during 
the years 1952-60 are shown thus ------ , the figures for 
1961 thus Except for the curves showing notifica- 
tions in 1961, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 





MENINGOCOCCAL INFECTION 














8 
7 
nw ‘ 
Be f n A Highest 1952-60 
< ’ ‘e os 
bead 50r af, ae ‘. ss. 
= ai v4 =f ‘ sis a 
nt 4 ¥ OW a A 
w 1961 .3 “ im, Ps Ler wee % 
S sot | iON AAY 
= ‘ orn ots i 
z 2 Rsreg Fe a ee, ee — 
, v vy ‘= ine hia yaae Y 
‘ fe 
0 Lowest 1952-60 
T TT TYrTTTryTrrryTrrry rire TUTTTTTTTOTTIrrrrery erry 
“yb 12 16 20 24 28 32 36 40 44 48 52 
WEEKS 
40000 MEASLES 
L 
35000; 
b “ . 4 
a i Mf 
‘ ih 
30000) ‘ rer’ 
% ow te 
Fu e' 
“ws ©} . 
a) e 4 LA 
a ak 
<= 25000; ree 
o ef 4 
vi ’ 
S vi i 
« ¥ ’ 
« 20000 ‘ Fi 
£ wv £4 
>. 4 Highest 1952-60 b ey 
1961 ’ xs 
15000; WA ‘ (ale 
ry ‘ 
ry - 
. ey 
. i" 
> ’ 
10 000} ‘ ; 
g ‘ ‘ 
7 i 
. “ 
5000+ . r 
L sient, il 
wa sore eet eet Meet, tet he i 
sige Lowest 1952-60 “agg gy ae _ 
TTT T TTTTTTT, TTT 
TS We 20 24" 28 3 44 48 82 


WEEKS 


DIPHTHERIA 





70 
oS 6 
< : 
- § ih 
uw A at Highest 1952-60 a 
bet 40 ‘ bad a3 : ’ 
S YF WA Hs 
‘ - ft “ - 
£ cee ' ™ fe is ia7 sf ee — aN / 
> ws Pee : Rn a . 
z 2 Y ‘al - vf . 
Lowest 1952-60 
et a a at oe seer UM el cael 
6 20 24 2 32 % 40 44 4 8 
WEEKS 
PNEUMONIA 
3000; , 
a“ 
nd Highest 1952-60 
in “oe 
8 ee 


NUMBER OF CASES 
: 


8 Ls 
< 
\3 
o 
a 
2 
f 
é 
5 
oor" 
; 





Fig ann Seen, Se ee | acs as 
0 Lowest 1952-60 Pet cn 
4 (2 20 244 26 32 % © 4 4 S82 
WEEKS 
Influenza 


During the week ended February 18 deaths from 
influenza rose moderately in the County of London, but 
in England and Wales as a whole they declined to 972, 
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Work of W.H.O. in 1960 

The World Health Organization has recently issued the 
annual report of its director-general, Dr. M. G. CANDaU, The 
Work of W.H.O., 1960. Dr. Candau notes that the out- 
standing activity during the year was the help given to the 
Congo (Leopoldville) to meet the emergency health situation 
there. The malaria eradication campaign has made progress, 
though it is handicapped by lack of money. ‘There was an 
increase in W.H.O. assistance for programmes to control 
yaws, smallpox, tuberculosis, leprosy, and various parasitic 
diseases. Medical research in communicable diseases was 
particularly directed towards virus diseases and bilharziasis. 
Last year was the first full year of the intensified programme 
of medical research. Though this is mainly concerned with 
communicable diseases, work has begun on cancer, cardio- 
vascular diseases, radiation medicine, and human genetics. 
During the year, the emergence of new states markedly 
increased the membership. Most countries are handicapped 
by a shortage of trained people, and W.H.O. continues to 
do a great deal of work in the educational field. Where 
environmental sanitation was concerned, emphasis was laid 
on training sanitary engineers and on providing safe water 
supplies and waste disposal. W.H.O. is assisting in the 
many problems concerned with radiation. (W.H.O., Palais 
des Nations, Geneva. Price 10s.) 


Chair of Bacteriology, St. Bartholomew’s Hospital 
Medical College 

Dr. R. A. SHOOTER, reader in bacteriology at St. Bartholo- 
mew’s Hospital Medical College, has been appointed to the 
London University chair of bacteriology, tenable at that 
college from October 1. He is to 
succeed Professor L. P. Garrop. 

Dr. Shooter, who is 44 years of 
age, was educated at Mill Hill 
School, Cambridge University, and 
St. Bartholomew's Hospital Medical 
School. He graduated M.B., B.Chir. 
in 1940. In 1945 he obtained the 
M.D. After holding posts at St. 
Bartholomew’s Hospital and the 
Royal West Sussex Hospital he 
served in the Royal Navy as 
Surgeon Lieutenant R.N.V.R. At 
the end of the war he returned to St. 
Bartholomew’s Hospital as lecturer 
in bacteriology in the medical school 
and assistant bacteriologist to the 
hospital. In 1950 he was granted 
leave of absence to take up a Rocke- 
feller Travelling Fellowship in medi- 
cine at the Johns Hopkins Hospital, 
Baltimore, with Dr. ARNOLD RicH. Dr. Shooter has held his 
present post since 1953. His published work has been chiefly 
concerned with hospital cross-infection, antibiotics, and bacterial 
nutrition. 





[Barratts Photo Press 


William Julius Mickle Fellowship 


Professor N. H. ASHTON, Insti- 
tute of Ophthalmology, has been 
awarded the William Julius 
Mickle Fellowship of London 
University. The Fellowship, of 
the value of about £230, is 
offered annually to the man or 
woman who, being resident in 
London and a graduate of the 
University, has, in the opinion 
of the Senate, done most to 
advance medical art or science 
within the preceding five years, 
and has therein shown conspicu- 
ous merit. 
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Modern Medical Monographs Competition 

The first prize in the Modern Medical Monographs 
competition, organized by the publishers, Grune and 
Stratton, of New York, has been won by Dr. R. M. 
BANNERMAN, lecturer in medicine, Nuffield Department of 
Clinical Medicine, the Radcliffe 
Infirmary, Oxford. His mono- 
graph is on “ Thalassaemia,” a 
blood disease in which he be- 
came interested when he was a 
research fellow in the United 
States. The competition was 
established in 1958 to encourage 
young physicians to communi- 
cate their work in the classical 
form of the monograph and to 
achieve high standards of medi- 
cal writing. The first prize 
includes an award of $500 and 
a publication contract. Entries 
for the 1961 competition must be 
submitted by December 1, 1961, 
and will be judged both for style 
and clarity of expression and for clinical interest and 
scientific value. Details may be obtained from Dr. IRVING 
S. Wricut, Grune and Stratton Inc., 381 Park Avenue 
South, New York 16, N.Y., U.S.A. 


U.S. Protestant Churches Support Birth Control 

At a recent two-day meeting in Syracuse, U.S.A., the 
National Council of Churches of Christ in the United States 
has solidly supported the use of artificial methods of birth 
control for responsible family planning. It is the first 
pronouncement made on this question by the Council, which 
is a federation of 25 Protestant bodies and eight Eastern 
Orthodox communions, and it is regarded as the first collec- 
tive pronouncement made by American Protestantism. The 
Orthodox delegates refrained from voting. The council 
also endorsed the inclusion of health care for the aged in 
the American social security system. (New York Times, 
February 24.) 


Sir Ernest Davis’s Gift to Auckland 

On the eve of his eighty-ninth birthday Sir ERNEST 
Davis has made an endowment of £100,000 to maintain 
in perpetuity the medical library which he presented to 
Auckland, New Zealand, last year (see Journal, March 26. 
1960, p. 981). His gifts to the library now total £150,000. 
Sir Ernest has decided to widen the character of the medical 
library to incorporate a@ dental library and, ultimately, a 
veterinary one also. Other gifts he has recently made to 
medicine include £1,000 for an artificial kidney machine for 
Auckland Hospital, and £1,000 for the Cancer Campaign 
Fund. (Dominion, February 17.) 


College of General Practitioners: Butterworth Gold 
Medal 

The Butterworth Gold Medal is presented annually to the 
College of General Practitioners by Messrs. Butterworth 
and Co., the medical publishers, for an essay by a member 
or associate of the College on a subject connected with 
general practice. The subject of this year’s essay is “ Future 
Trends in General Practice,” and for 1962 “ The Evaluation 
and Management of Backache in General Practice.” Essays 
identified by motto only, with the author’s name and address 
in a sealed envelope, and not exceeding 10,000 words, should 
be submitted to the chairman of the awards committee, The 
College of General Practitioners, 41 Cadogan Gardens. 
London S.W.3, by September 30. 


Hospital Building Notes 

The Ministry of Health has now issued two more publica- 
tions in its series of Hospital Building Notes. One of these 
gives guidance on the design of a short-stay psychiatric unit 
at a district general hospital (No. 5), and the other deals with 
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the planning of a physiotherapy department for a general 
hospital (No. 8). Both are published by H.M.S.O. at 
Is. 3d. net. 


Tring Isolation Hospital 

The former Tring Isolation Hospital was sold by auction 
on February 21 for £7,500. The Tring Council refused an 
offer by the Ministry of Health to sell the hospital back to 
them for £5,000. (See Journal, January 14, p. 142.) 


“Family Doctor ” 

The March issue of Family Doctor is now available, price 
ls. 6d. It includes articles by Dr. Eustace CHESSER on 
feminine intuition, Dr. JoHN EARLE on backache, and Mr. 
W. BRYAN JENNETT on head injuries in children. 


Training of Factory First-aiders 

The Ministry of Labour has issued a leaflet explaining 
the provisions of the First-aid (Standard of Training) Order, 
1960, and giving information about courses of first-aid 
training generally available, and the types of certificates 
issued by the training organizations. Under the Order 
people nominated under the Factory Acts to be in charge 
of first-aid boxes in factories employing more than 50 
workers are required to reach a standard of training in 
first-aid. Approved training organizations are the St. John 
Ambulance Association of the Order of St. John, the St. 
Andrew’s Ambulance Association, and the British Red 
Cross Society, and other training organizations which have 
comparable standards may also be approved (Ministry of 
Labour Form 2041, H.M.S.O., price 4d.). 


Institute of Medical Research, Dunedin 

The Wellcome Trust has made a grant of £100,000 to the 
University of Otago, New Zealand, to build an Institute of 
Medical Research at Dunedin. The Institute is being 
provided so that Professor Sir HoRACE SMIRK may develop 
his research interests and establish better facilities for 
research medicine in New Zealand. The University of 
Otago has announced the creation of a special chair of 
research medicine of which Sir Horace Smirk will be the 
first occupant. 


National Advisory Council on Employment of Disabled 

The EARL OF FAVERSHAM has been appointed Chairman 
of the National Advisory Council on the Employment of 
the Disabled in succession to the late LoRD VERULAM. 


Grants, Gifts, and Bequests 

The Wellcome Trust has made a grant of £60,000 towards 
the cost of a new building for the department of genetics 
at Glasgow University. The grant will be applied to the 
provision of a suite of research rooms which will be named 
“The Wellcome Laboratory.” 


The late Sir HAROLD GRAHAM Hopason, late director of 
the x-ray diagnostic department, Middlesex Hospital, has 
left £2,000 to the British Faculty of Radiologists to endow 
a scholarship in diagnostic radiology to be called the 
Graham Hodgson Scholarship. 


The late Professor JoHN (CAMERON, professor of anatomy 
at Dalhousie University, Nova Scotia, from 1915 to 1930, 
has left the residue of his estate to Edinburgh University 
for annual Moffat-Cameron Scholarships in memory of his 
wife and himself. They will be for male medical students 
at the university, “ preference being given to those from 
the counties of Angus and Mearns, and, of course, in all 
cases a first preference being given to those from the burgh 
of Forfar.” 


People in the News 

Among the British Council lecturers going to the U.S.S.R. 
under an exchange scheme with the Russian Ministry of 
Higher Education are Professor A. F. Hux.Ley, Dr. W. A. H. 
RusuHTon, F.R.S., and Professor J. A. B. GRay. 


Dr. W. A. CRAMOND, physician superintendent of 
Woodilee Mental Hospital, near Glasgow, has been 
appointed director of local health and superintendent of 
mental institutions in South Australia from July 8. 





COMING EVENTS 


Glasgow University and R.F.P.S. Postgraduate Medical 
Board.—Conference, “ Atherosclerosis,” March 8 and 10. 
See advertisement p. 63. 


Cardiff Medical Old Students’ Association.—Conver- 
sazione, March 11, Park Hotel, Cardiff. Details from 
Secretary of Medical School. 


B.M.A. __Lecture-Discussion.—“‘ The —_Anti-Depressant 
Drugs,” opened by Dr. M. PartTRIDGE (Consultant 
Psychiatrist, St. George’s Hospital), March 16, 5.30 p.m., 
B.M.A. House, Tavistock Square, London W.C.1. Chair- 
man: Sir AuprReYy Lewis. Open to medical practitioners 
and students. Tea from 5 p.m. 


Institute of Almoners.—Annual General Meeting, March 
17, 5.30 p.m., William Beveridge Hall, Senate House, 
University of London, London W.C.1. Speaker: Miss E. M. 
GOLDBERG (Psychiatric Social Worker, Social Medicine 
Research Unit, London Hospital, London E.1), “ The Social 
Worker in the Sixties: The Impact of Developing Social 
Policies on Established Practices and Attitudes.” 


Chest and Heart Association—Cardiac symposium, 
March 17, 4.30 p.m., Royal College of Physicians, Queen 
Street, Edinburgh. Chairman: Dr. A. Rag GILCHRIST. 
Tickets (21s.) and details from Chest and Heart Association, 
65 Castle Street, Edinburgh 2. 


Natural Childbirth Trust.—Illustrated lecture, Dr. PIERRE 
VELLAY (Maternité Rothschild, Paris), “The Value of 
Psychoprophylactic Preparation for Childbirth,” March 21, 
6 p.m., Manson House, Portland Place, London W.1. Brains 
Trust: Professor W. C. W. Nixon (chairman). Refreshments 
available. Tickets from Natural Childbirth Trust, 26 
Seymour Street, London W.1. 


Manchester University—Conference, ‘‘ Designing and 
Equipping Modern Lecture Theatres and Teaching Rooms,” 
March 21-25. Details from Mr. W. G. A. Rupp, School of 
Education, The University, Manchester 13. 


“Visual Aids in Medical Education.”—Demonstration, 
introduced by Sir ZacHary Cope, March 23, 3 p.m. and 
6 p.m., Colour Film Services Theatre, 22 Portman Close, 
Baker Street, London W.1. Details and tickets from 
organizers, Ciba Laboratories, Ltd., Horsham, Sussex. 


Faculty of Radiologists.—Provincial meeting, Newcastle 
upon Tyne, March 25, 9 a.m. Details from the Faculty at 
47 Lincoln’s Inn Fields, London W.C.2. 


Cambridge University Medical School and East Anglia 
Faculty of College of General Practitioners.—Postgraduate 
symposium and exhibition, ‘“‘ Methods and Organization in 
General Practice,” Cambridge, March 25-26: demonstration 
by Dr. F. A. Nasu of logoscope; lecture by Dr. A. E. 
CLARK-KENNEDY, “Clinical Diagnosis.” Details from 
Secretary, Cambridge University Medical School, Tennis 
Court Road, Cambridge. 


Medical and Biological Electronics Group of British 
Institution of Radio Engineers and Postgraduate Medical 
School of London University—-Symposium, “ Electronic 
Instrumentation for Cardiac Surgery,” March 27, 2.30 p.m.. 
Lecture Theatre, Postgraduate Medical School, Ducane 
Road, London W.12. Chairman: Dr. D. G. MELROSE. 
Tickets from the Group at 9 Bedford Square, London W.C.1. 
or from Secretary, Department of Experimental Surgery. 
Postgraduate Medical School, Ducane Road, London W.12. 


Family Planning Association.—Training service for 
medical practitioners. Details on advertisement p. 62. 


Glasgow University and R.F.P.S. Postgraduate Medical 
Board.—Clinical instruction in medicine for postgraduate 
students. See advertisement p. 62. 
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Council on Medical Television, Institute for Advancement 
of Medical Communication, U.S.A.—Annual meeting, April 
6 and 7, National Institutes of Health, Bethesda, Maryland. 
Details from Secretary, 33 East 68th Street, New York 21, 
N.Y., USA. 


13th Annual Convention, International Academy of 
Proctology.—Chicago, Illinois, April 8-13. Details from 
Dr. A. J. Cantor, International Academy of Proctology, 
147 Sanford Avenue, Flushing 55, New York, U.S.A. 


Leyden University.—Postgraduate course in cardiology, 
April 13-15. Lectures in English. Director: Professor 
H. A. SNELLEN. Details from Dr. M. W. JoNGsma, 
University Hospital, Leyden, Holland. 


Ist European Meeting of Endocrinology.—Organized by 
Association Médicale France-Espagne, Park Hotel San Jorge, 
Playa de Aro, Costa Brava, Spain, May 20-22. Sectional 
meetings on general endocrinology, pituitary gland and 
hypothalamus, thyroid, adrenal glands, sexual endocrinology, 
and diabetes and gout. Details from Secretaria 
Administrativa del I Coloquio Europeo de Endocrinologia, 
92 Travesera de Gracia, Barcelona 6, Spain. 


6th Annual Cancer Symposium.—Presented by staff of 
Allan Blair Memorial Clinic, sponsored by Canadian 
Cancer Society, Saskatchewan Division, Regina, Canada, 
May 29-31. Details from Dr. A. J. S. Bryant, Allan 
Blair Memorial Clinic, Regina, Saskatchewan, Canada. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending Iectures marked ©@. 
Application should be made first to the institution concerned. 


Monday, March 6 

DENTAL AND MEDICAL SOCIETY FOR THE STUDY OF HyYPNOSIS.—At Royal 
Society of Medicine, 8 p.m., Dr. W. N. Goldsmith: Psychosomatic Back- 
ground of Dermatology. 

INSTITUTE OF OBSTETRICS AND GYNAECOLOGY.—At Hammersmith Hospital, 
11.30 a.m., Professor Lee Buxton (Yale): Basic Principles of Endocrine 
Gynaecology—A Review for Practical Application. 

MARLBOROUGH Day Hospitat.—8.15 p.m., Professor C. A. Mace: Concept 
of Mental Health. 

POSTGRADUATE MepicaL SCHOOL OF LONDON.—4 p.m., Dr. J. F. Goodwin: 
Defects of Cardiac Septa. 


Tuesday, March 7 


BRADFORD MeDICO-CHIRURGICAL Society.—At Medical Societies’ Room, 
Bradford Royal Infirmary, 8.15 p.m., Professor J. L. Henderson: The 
Handicapped Child. 

BRITISH POSTGRADUATE MEDICAL FEDERATION.—At London School of 
Hygiene and Tropical Medicine, 5.30 p.m., Dr. G. P. Lewis, Ph.D.: Role 
of Bradykinin in the Control of Loca! Blood Flow. 

INSTITUTE OF DERMATOLOGY.—5.30 p.m., Dr. G. B. Dowling: Collagen 
Diseases—Scleroderma and Dermatomyositis. 

INSTITUTE OF OBSTETRICS AND GYNAECOLOGY.—At Chelsea Hospital for 
Women, 3 p.m., Professor Lee Buxton (Yale): Investigation and Treat- 
ment of Primary and Secondary Amenorrhoea. 

LiverPOOL UNIVERSITY: FACULTY OF Mepicine.—At Large Lecture Theatre, 
New Medical School, 5.15 p.m., Professor D. G. Catcheside, F.R.S.: 
Some Aspects of Gene Function. 

Lonpon UNiversiry.—(1) At School of Pharmacy, 29-39 Brunswick Square, 
W.C., 5.30 p.m., special university lecture in human anatomy and 
morphology by Professor H. W. Mossman (Wisconsin): Glandular Tissues 
of the Mammalian Ovary. (2) At Anatomy Theatre, University College, 
Gower Street, W.C., 6 p.m.. special university lecture in psychology by 
Professor C. E. Osgood Ph.D. (Illinois): Generalized Model of Behaviour, 
with Special Reference to Language Functions. 

ROYAL ARMY MEDICAL COLLrGe.—5 p.m., Professor Ian Hill: Some Aspects 
of Cardiology. 

ROYAL COLLEGE OF PHYSICIANS OF LONDON.—5 p.m., Oliver-Sharpey Lecture 
by Dr. E. P. Sharpey-Schafer: Venous Tone. 

RoyaL COLLEGE OF SURGEONS OF ENGLAND.—5S p.m., Erasmus Wilson 
Demonstration by Dr. L. W. Proger: Pathology in Hunter’s Museum. 
St. Mary’s Hospitat Mepicat ScuHoot.—At Lecture Theatre, Wright- 
Fleming Institute 5 p.m., Professor C. H. G. Macafee: Placenta Praevia. 
West END HospPITaL FOR NEUROLOGY AND NEUROSURGERY.—5.30 p.m., Dr. 

G. A. D. Gordon: Recent Advances in Neuroradiology. 


Wednesday, March 8 

INSTITUTE OF DERMATOLOGY.—+5.30 p.m., Dr. R. W. Riddell: Epidemiology 
of Ringworm Infection. 

INSTITUTE OF DISEASES OF THE CHEST.—S p.m., Dr. R. V. Gibson: Man- 
agement of Atrial and Ventricular Septal Defects. 

INSTITUTE OF UroLoGy.—4.30 for 5 p.m., Dr. J. V. Dadswell: Cytology. 

LONDON UNIVERSITY.—At Anatomy Theatre, University College, Gower 
Street, W.C 6 p.m., special university lecture in psychology by Pro- 
fessor C. E. Osgood. Ph.D. (Illinois): Psycholinguistic Relativity versus 
Universality. 

MANCHESTER MEDICAL SOCIETY: SECTION OF PATHOLOGY.—At Large Anatomy 
Theatre, Medical School, Manchester University, 4.30 for 5 p.m., Dr. 
G. E. Paget: Predictive Pathology. 

POSTGRADUATE MEDICAL SCHOOL OF LONDON.—2 p.m., Professor W. St. C. 
Symmers: Deep-seated Fungal Infections. 

RoyaL Free Hospitat, Gray’s Inn Road, London W.C.—S.15 p.m., Pro- 
fessor A. Vannotti (Lausanne): Metabolism of the Leucocyte. 


UNIVERSITY COLLEGE LONDON: DEPARTMENT OF PHARMACOLOGY.—At Physio- 
logy Theatre, Gower Street, W.C., 5.30 p.m., public lecture by Professor 
K. Kramer (Géttingen): Renal Blood Flow in Relation to the Counter 
Current System. 


Thursday, March 9 


ALFRED ADLER MEDicaL Sociery.—At 11 Chandos Street, London W., 
ne Dr. M. Aldridge: Some Speculations on the Aetiology of Schizo- 

ia. 

INSTITUTE OF DERMATOLOGY.—5.30 p.m., Dr. S. C. Gold: Collagen Diseases 
—Lupus Erythematosus and Polyarteritis Nodosa. 

LIVERPOOL MEDICAL INSTITUTION.—Pathological meeting, Dr. G. B. Bruce 
White: Routine Methods in the Diagnosis of Virus Disease. 

LONDON ASSOCIATION OF THE MEDICAL WOMEN’S FEDERATION.—At Royal 
Free Medical School, 8 Hunter Street, W.C., 8 for 8.30 p.m., annua’ 
general meeting. Discussion to be opened by Dr. Dorothy H. Heard: 
Place of the M.W.F. in the Professional Life of Medical Women. 

LONDON UNIVERSITY.—At Anatomy Theatre, University College, Gcwer 
Street, W.C., 6 p.m., special university lecture in psychology by Professor 
C. E. Osgood. Ph.D. (Illinois): Cognitive Interaction in Human Affairs. 

MEDICAL ASSOCIATION FOR THE PREVENTION OF War.—At Friends’ House, 
Euston Road, London N.W., 8 p.m., subject: Medicine’s Unwitting 
Contribution to War Preparation. Dr. W. E. Van Heynigen, D.Sc.: 
Bacterial Toxins as Weapons. Dr. M. C. Berenbaum: Medical View of 
Civil Defence. 

NUFFIELD ORTHOPAEDIC CENTRE.—At Wingfield-Morris Orthopaedic Hospital, 
Oxford 8.30 p.m., Mr. E. Shephard: Anatomy of Tarsal Movements and 
its Application in Club Foot. 

ROYAL COLLEGE OF PHYSICIANS OF LONDON.—S5 p.m., Oliver-Sharpey Lecture 
by Dr. E. P. Sharpey-Schafer: Venous Tone. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND.—5 p.m., Hunterian Lecture by 
Professor R. C. Connolly: Cerebral Ischaemia in Spontaneous Sub- 
arachnoid Haemorrhage. 

St. Georoce’s HospitraL MEDICAL SCHOOL.—S p.m., Dr. Denis Williams: 
postgraduate demonstration in neurology. 


Friday, March 10 

ABERDEEN UNIVERSITY: DEPARTMENT OF SuRGERY.—At Medical School, 
Foresterhill, 5 p.m., Professor A. W. Kay (Sheffield): The Changing 
Outlook in the Surgical Treatment of Duodenal Ulceration. 

GALENICALS.—At Royal Fort, Bristol, 5.30 p.m., Mr. Ronald Belsey: Open 
Heart Surgery in Bristol. 

@INsTITUTE OF DERMATOLOGY.—5.30 p.m., Dr. S. C. Gold: clinical demon- 
stration. 

INSTITUTE OF DISEASES OF THE CHEST.—S5S p.m., Dr. K. M. Citron: clinica! 
demonstration. 

INSTITUTE OF LARYNGOLOGY AND OTOLOGY.—5.30 p.m., Mr. K. McLay: 
Advances in the Study of Cochlear and Vestibular Function. 

POSTGRADUATE MEDICAL SCHOOL OF LONDON.—(1) 10 a.m., Dr. Basil Morson: 
Inflammatory Diseases of the Large Intestine with Special Reference to 
Ulcerative Colitis and Crohn’s Disease ; (2) 4 p.m., Dr. A. M. Cooke: 
Mistakes in Medicine. 

YORKSHIRE THORACIC SocieTy.—At General Infirmary at Leeds (Instructiona! 
Block), 5.30 p.m., Professor W. Melville Arnott: Problems of Respiratory 
Function Tests. 


Saturday, March 11 

CAMBRIDGE UNIVERSITY MEDICAL SCHOOL.—At Lecture Room “ B,"’ Adden- 
brooke’s Hospital, Cambridge, Symposium in Cardiology. Morning : 
10.30 a.m., Dr. R. G. Gold: Clinical Examination of the Cardiac Patient 
—Demonstration of Methods ; 11.30 a.m., Dr. L. B. Cole: Some Aspects 
of Diagnosis and Treatment of Coronary Pain; 12.15 p.m., Dr. H. A. 
Fleming: Heart Disease in Infants and Children and Variations of 
Normality. Afternoon, 2.30 p.m., Dr. H. A. Fleming: Hypertension— 
When to Investigate and When to Treat ; 3.15 p.m., Mr. B. B. Milstein: 
Cardiac Resuscitation as it Affects the General Practitioner ; 4 p.m., Any 
Questions. 





BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Gellman.—On February 19, 1961, at Winnipeg General Hospital, to Dr 
and Mrs. D. D. Gellman, of, 594 Montrose Street, Winnipeg 9, Manitoba, 
Canada, a daughter—Catherine Elizabeth. 

Jones.—On February 18, 1961, at Birmingham Maternity Hospital, to Anne 
(formerly Potter) and Philip A. Jones, M.B., B.S., of ** Plas Newydd,” 
Astwood Bank, Redditch, a son. 

Steele.—On February 22, 1961, at Kuching General Hospital, Sarawak, tc 
Eileen (formerly Selby-Brown) M.B., B.S., and William O. Steele, B.A.. 
of Education Department, Kuching, Sarawak, a sister for Jonathan and 
Jennifer—Felicity Ruth. 


DEATHS 


Aiken.—On February 9, 1961, at 134 Baildon Road, Baildon, Yorks, 
William James Aiken, L.R.C.P.&S.Ed., F.R.F.P.S. 

Barfett.—On February 11, 1961, at Redruth, Mary Deborah Barfett, 
L.R.C.P.&S., L.R.F.P.S., of Halsetown Vicarage, St. Ives, Cornwall 
Glaister.—On February 7, 1961, at Braziers, Ipsden, Oxon, John Norman 

Glaister, M.B., B.S., aged 79. 

Jackson.—On February 13, 1961, at Collisdene Nursing-home, Strathaven, 
William Jackson, M.B., C.M., Surgeon Commander, R.N., retired, of 16 
Queen Margaret Drive, Glasgow. : 

Manzocchi.—On February 2, 1961, in London, Gerolamo Filippo Manzocchi, 
M.D., of 4 Sloane Court East, London S.W. 

Norman.—On February 5, 1961, Joseph Messenger Norman, M.B., Ch.B 

Pearson.—On February 6, 1961, John Pearson, M.B., C.M., of 4 Middleton 
Terrace, Ibrox, Glasgow. 

Reynolds.—On February 4, 1961, in London, Francis Reynolds, M.B., 
Ch.B., of 44 Errwood Road, Levenshulme, Manchester. 

Squire.—On February 5, 1961, at his home, Batts, Henfield, Sussex, Henry 
Fremlin Squire, M.R.C.S., L.R.C.P. 

Taylor—On January 30, 1961, in hospital, Chichester, Sussex, Alan 
Churton Taylor, M.B.E., M.R.C.S., L.R.C.P., of Harbour Way, Old 
Bosham, Sussex 

Thompson.—On February 1, 1961, at Queen Elizabeth Hospital, Birming- 
ham, Keith Stewart Thompson, M.R.C.S., L.R.C.P., of Pear Tree 
Cottage, Hanbury. Worcs. 

Woodforde.—On January 25, 1961, at Tindal Hospital, Aylesbury, Bucks, 
Alfred William George Woodforde, M.B., B.S., formerly of Rochester, 
Kent, aged 80. 
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We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 


Ectopic Beats 


Q.—Are extra-systoles at rest of any significance in a man 
aged 60 who has no marked atherosclerosis ? 


A.—Presumably by extra-systoles the questioner means 
ectopic contractions. The question is too vague to give any 
comprehensive answer. If these ectopic contractions are 
atrial in type then they are probably of no significance. 
Frequent ventricular ectopics, particularly from multiple 
foci, suggest myocardial disease, probably ischaemic, unless 
they can be ascribed to digitalis, in which case they are 
usually coupled, and are from one focus only. Ventricular 
ectopic contractions which appear, or become more frequent, 
on exercise may. be indications of ischaemic heart disease. 

In order to be more definite it would be necessary to 
know about any symptoms in the patient quoted, any 
evidence of heart disease, his blood-pressure, and whether 
he is having digitalis. Of course, the electrocardiogram 
would be required to elucidate the type of ectopic beats 
which are occurring, and to detect any evidence of ischaemic 
heart disease. 


Pre-diabetic Glucose Tolerance Curves 


Q.—What changes occur in the glucose-tolerance test 
curve in patients in the latent or pre-diabetic state in (1) the 
non-pregnant ; (2) pregnant ; and (3) post-pregnancy State ? 


A.—In all three states the glucose-tolerance test may, of 
course, be normal. However, in the non-pregnant person 
suspicion should be szoused if the two-hour value exceeds 
100 mg. “true” glucose, and a “lag” curve may also be 
pre-diabetic, especially if the two-hour value is high 
normal.’* A provocative dose of cortisone before the 
glucose-tolerance test may unmask a diabetic tendency.’ 
There is a difference of opinion on whether pregnancy itself 
alters glucose tolerance, but a diabetic type of curve in the 
last trimester is suggestive evidence of latent diabetes. In 
the majority of such cases tolerance returns to normal in 
the post-partum period,‘ and here reliance must be placed 
on the criteria outlined for the non-pregnant. The 
importance of a full family and obstetrical history has been 
emphasized in a recent review of pre-diabetes by Stowers.° 


REFERENCES 
1 Dische, S. Stamm, W. P., and Goudie, R. B., J. clin. Path., 1958, 11, 
350. 
* Goudie, R. B., Stamm, W. P., and Dische, S., ibid., 1958, 11, 428. 
3 Fajans, S. S., and Conn, J. W., Diabetes, 1954, 3, 296 


‘ Wilkerson, H. L. C., and Remein, Q. R.. ibid., 1957, 6, 324. 
5 Stowers, J. M., Brit. J. clin. Pract., 1961, 15, 65. 


Conservative Treatment in A.P.H. 


Q.—/s conservative treatment advisable still in a case of 
antepartum haemorrhage between 28 weeks and 34 weeks of 
pregnancy when the membranes are ruptured ? 


A.—It is presumed that the membranes are known to have 
ruptured because recognizable liquor has escaped. In such 
instance the bleeding is unlikely to be so heavy as to demand 
immediate termination of the pregnancy in order to arrest 
the haemorrhage. In that case, unless the clinical picture 
is one of toxic accidental haemorrhage (when active treat- 
ment is indicated), expectant treatment should be carried 
out in hospital in the hope of getting as mature a baby as 
possible. The problem is then almost the same as in 
spontaneous premature rupture of the membranes before 
the 34th week, except that here a minor degree of placenta 
praevia or a circumvallate type of placenta may eventually 


be found to be the underlying factor. Prophylactic anti- 
biotics should be given for four to five days; usually, if 
labour has not supervened by the end of that time, liquor 
ceases to drain and the pregnancy may continue uneventfully 
even to term. The patient should remain in hospital with 
suitable cross-matched blood readily available, for more 
serious bleeding or foetal distress may suddenly necessitate 
resort to active measures. In the meantime a speculum 
should be passed into the vagina so that cervical and extra- 
uterine causes for the bleeding can be excluded, and some 
obstetricians request placentography to help locate the 
placental site. 


Transverse Diameter of Heart 


Q.—Is an increase in the transverse diameter of the heart 
in a middle-aged woman significant? Two years ago the 
maximum diameter was 44 in. (10.8 cm.) and it is now 
43 in. (12.1 cm.). The blood-pressure is labile and has been 
recorded between 130/80 and 150/80. There is no valvular 
heart disease and the E.C.G. is reported to be within normal 
limits. 

A.—Any genuine increase in the size of the heart is always 
significant, for it indicates some form of cardiac disease or 
other internal disease which is affecting the heart. In the 
patient quoted the increase in heart size appears to be slight. 
according to the measurements given, and it would be 
essential to know whether the increase is real or apparent. 
Films taken in different phases of respiration may be 
misleading, and it is essential to have exactly comparable 
films when comparing measurements. In the patient 
referred to there is apparently no hypertension or valvular 
disease, but of course there are many other possible causes 
of cardiac enlargement, such as ischaemic heart disease, 
thyroid heart disease, pulmonary heart disease, cardio- 
myopathy, and severe anaemia. A normal electrocardiogram 
does not exclude ischaemic or other heart disease. Without 
further information about the patient it is impossible to be 
more specific. 


Vocational Training for the Blind 


Q.—! have a patient—a boy aged 15—who may lose his 
sight in the next year or so. Where may I get information 
about training him for some vocation ? 


A.—The Royal National Institute for the Blind, 224 
Great Portland Street, London W.1, will supply all 
information about training. 


Rectal Prolapse in a Child 


Q.—What is the treatment for rectal prolapse on passing 
a motion in a child aged 27 months? The child, who lives 
in the tropics, had an attack of “ dysentery” in 1959, since 
when he has been constipated and had rectal prolapse. The 
interval between motions is 3-4 days, and a mixture of 
liquid paraffin and magnesium hydroxide given daily has 
been ineffective. The child weighs 27 Ib. (12.2 kg.). 


A.—Rectal prolapse is commonly associated with 
persistent diarrhoea, with wasting, and with straining at 
stool. Liquid paraffin is generally out of favour and may, 
if given in fairly large doses, cause some rectal irritation 
and increased straining. The usual sitting and squatting 
position for passing a motion tends to favour the develop- 
ment of prolapse, and so there is a great deal to be said for 
putting a small child back into napkins and encouraging 
him to pass his motions standing up, at all events for a 
time. 

Constipation seems the basic and major trouble in this 
case, and a series of colonic wash-outs, using normal saline, 
is probably indicated if the rectum is loaded with hard 
faeces. Together with these, or alone if the faeces are soft, 
“senokot” granules 1-2 dr. (3.8-7.6 g.) twice daily, or 
bisacodyl (“ dulcolax ”) 1 tablet (5 mg.) by mouth or as a 
suppository (10 mg.), or neostigmine bromide 5-10 mg. twice 
daily should be given. Whatever laxative is used, the dose 
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should be regulated by the results. It should be maintained 
for several months after improvement and only gradually 
reduced. Attention should alsc be paid to diet and to 
ensuring an ample fluid intake. 


Rash After Alcohol 


Q.—A healthy woman aged 35 has complained for the 
past four years of a blotchy, burning erythematous rash on 
both sides of the neck and, when severe, in the inter- 
clavicular area about 20 minutes after taking even minimal 
amounts of alcohol in any form. Rarely the rash may 
also be caused by emotional distress. Can anything be done 
to prevent this? 

A.—This may be purely an emotional reaction in which 
one of the trigger mechanisms to set it off may be alcohol. 
Such peculiar personal reactions are known to occur. 
However, a careful clinical overhaul and certain investiga- 
tions may be indicated to exclude such disorders as 
Hodgkin's disease. carcinoid, phaeochromocytoma, and 
cholinergic reactions. All these upon occasion can be 
reactive to alcohol, giving itching or erythema and urticaria 
or pain. It may be necessary to consider the problem in 
that context, though it is not suggested by the little 
information given. Treatment generally calls for avoidance 
of the cause. 


Rapid Onset of Pregnancy Toxaemia 


Q.—I understand that the onset of eclampsia can be rapid 
in about 15% of cases. Can toxaemia of pregnancy also 
be rapid in onset? I had a patient who five days before 
term and four days after her previous examination developed 
a retroplacental haemorrhage. a blood-pressure of 150/100, 
and urine loaded with albumin. 


A.—Any of the acute manifestations of toxaemia of 
pregnancy may develop very rapidly. Only about 50% 
of cases of accidental haemorrhage are known to have 
shown hypertension before the onset of this complication, 
although most of the severe examples belong to this group. 
It is for this reason that pregnant women should not only 
be examined weekly from the 34th week but should also 
be warned about abnormal symptoms that may betoken the 
development of complications, and asked to report their 
occurrence to their doctor at once. 


Myxoedema After Oophorectomy 


Q.—A woman aged 49 had a hysterectomy and bilateral 
oophorectomy for menorrhagia. Six months later she 
developed acute myxoedema, which has responded to 
thyroid therapy. Is this a recognized complication or is it 
coincidental ? 

A.—Myxoedema is not a recognized complication of 
hysterectomy and oophorectomy. and it should be regarded 
as most probably coincidental. However, the development 
of some degree of hyperthyroidism after oophorectomy is a 
distinct possibility. as a result of the removal of the 
inhibitory influence on the anterior pituitary of the ovarian 
hormones. Jt may be that in the patient referred to an 
unnoticed phase of hyperthyroidism has been replaced by 
one of hypofunction due to exhaustion atrophy. 


Physiotherapy in Chest Diseases 


Q.—At what stage in the course of uncomplicated lobar 
pneumonia and _ bronchopneumonia_ ought _ breathing 
exercises and physiotherapy to he given? What form of 
physiotherapy. apart from breathing exercises. ought to be 
given? In collapse of lung, bronchiectasis. and immediate 
post-operative chest cases ought physiotherapy. postural 
drainage. and hreathing exercises to be administered 
routinely from the start ? 

A.—lIn the treatment of uncomplicated lobar pneumonia 
and bronchopneumonia the patient should be encouraged to 
perform breathing exercises and to cough at the earliest 


possible moment. After the acute phase vigorous physio- 
therapy—i.e., postural drainage. percussion, and vibrations 
—are added to clear the secretions and to help regain full 
expansion of the affected lung. In collapse of the lung and 
bronchiectasis, postural drainage, percussion. and breathing 
exercises are begun immediately. The patient should learn 
the drainage positions and practise them at home. Thoracic 
cases requiring surgery should have pre-operative as well as 
post-operative breathing exercises, and if necessary postural 
drainage. 


Polymyositis 


Q.—What is the treatment for polymyositis and what is 
the prognosis ? 


A.—Polymyositis is of several different sorts. and in a 
middle-aged man with a skin rash a rigorous search should 
be made for neoplasm. In the idiopathic type cortico- 
steroids have been used with a certain amount of success, 
and some people have claimed that anabolic steroids in 
addition to prednisolone may tide the patient over the 
crises. In many instances. particularly in children. the 
disease runs a self-limited course. and it is important to 
prevent contractures by adequate splinting during the acute 
stage. It has also been claimed that chelating agents 
(EDTA) are useful. In the generalized form without skin 
lesions the prognosis is. generally speaking. worse, and 
death may ensue either from general weakness and inanition 
or from heart failure. 


NOTES AND COMMENTS 


Ganglion-blocking Drugs and Impotence.—Dr. R. H. Jopson 
(Presteigne, Radnorshire) writes: With reference to this question 
and answer (“ Any Questions. February 4. p. 374) might I point 
out that this unfortunate side-effect does not seem to occur when 
guanethidine is employed ? My experience is limited. tut its use 
in conjunction with mecamylamine would seem to be distinctly 
helpful. The guanethidine also counteracts the constipating effect 
of the mecamylamine. 

Our Expert replies: There is a good deal of truth in Dr. 
Jobson’s comment, but this does not alter the fact that some 
interference with sexual function is part of the price that has to 
be paid for adequate control of severe hypertensive disease. 
Guanethidine is not a ganglion-hlocking agent but a drug which 
selectively inhibits peripheral sympathetic nerve endings, and it 
therefore interferes with ejaculation rather than with erection. 
Consequently patients on guanethidine are less likely to complain 
of failure of sexual function than those who are receiving one of 
the ganglion-blocking agents such as pempidine or mecamylamine. 
It has, however, been my experience. and this is confirmed by 
others,’ ? that many patients with severe hypertension who are 
given sufficient guanethidine to reduce their blood pressure to 
reasonable levels are conscious of failure of ejaculation. As 
Dollery and his colleagues say,” ‘Some unfortunates exchange 
impotence with ganglion-blocking drugs for failure of ejaculation 
with guanethidine.” 

REFERENCES 
1 —. A. W. D.. Matthews, H. L., and Smith, A. J., Lancet, 1959, 2, 
044, 
2 Dollery, C. T., Emslie-Smith, D., and Milne, M. D., ibid., 1960, 2, 381. 


Correction.—The caption to Fig. 6 in the article on fistula-in- 
ano by Mr. A G. Parks (February 18, p. 463) should have read: 
‘** A segment of the internal sphincter . . .” 
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